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AN atomic weapon may be regarded as a device designed to release nuclear 
energy in converted forms from certain elements. The earlier weapons 
depended on a single physical principle, that of fission of uranium or plu- 
tonium, to achieve this purpose. Recently developed, much more powerful 
weapons incorporate a second physical process, nuclear fusion of light elements, 
to enhance the efficiency of the energy-release. Because forms of hydrogen 
are possible enhancers, such large weapons are often called “hydrogen bombs”. 
The energy-yields of atomic weapons are described in two special units, the 
kiloton (KT) and the megaton (MT). The kiloton is equivalent to the energy- 
release of one thousand (1000) tons of high explosive, the megaton to that of 
one million (1,000,000) tons. Weapons now available probably range in force 
from a few kilotons or less to several or many megatons. The first A-bombs, 
used against the Japanese cities of Hiroshima and Nagasaki, were of about 
20 KT yield. Recent “hydrogen-bomb” detonations are said to have possessed 
energy-yields of 10 to 20 MT. It is interesting to remember that the Halifax 
explosion of 1917 was of 2000 tons (= 2 KT) high explosive in a munition- 
ship. It is interesting also to compare the radii of damage of atomic weapons 
with some of the more efficient weapons of the Second World War, and the 
following table is set out as an approximate comparison of the damage caused 
by a V2 guided missile, of a Hiroshima-type A-bomb and of a fairly large 
megaton weapon. 
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nner acai i ate 
Class of Damage to an Urban Target 
(Radii of Damage by Blast) 


Complete Severe Moderate Partial 
V2 Guided Missile 100 yds. ~ ~ 400 yds. x 
20 KT A-Bomb 0.5 mi. 1.0 mi. 1.6 mi. 2mi, xx 
10 MT A-Bomb 4 mi. 8 mi. 12 mi. 16 mi. xx 


x—Assume aerial burst 
xx—Assume optimum height of burst 
xxx—Height of burst not considered 





Products of an atomic explosion 


Regardless of total energy-yield the products of any atomic explosion are 
the same and the proportion in which these products are released are probably 
rather similar. Blast-energy accounts for a little more than half of the total 
energy-release, heat-flash for about one-third, initial nuclear radiation for a 
twentieth and residual radiation for the remainder (about one-tenth). The 
blast-effect on a target is due to the movement of a shock-wave at sonic or 
supersonic velocities from explosion centre to target and its effect (really that 
of a highly-compressed “slab of air”) is to knock down structures and to pro- 
duce, from flying and falling debris, secondary, low-velocity missiles. The 
flash-heat lasts for a few seconds, and is responsible for the characteristic 
flash-burns observed so commonly amongst the Japanese victims. Secondary 
fires are inevitable and are almost bound to become extensive; uncontrolled, 
they could cause vast havoc and many deaths. 

By blast and fire alone an atomic attack on an urban complex converts a 
modern sanitary paradise into a mediaeval shambles. Water supply is lost or 
subject to contamination; shelter (or what is left) is scarcely weather-proof; 
systems of waste-disposal are disrupted; sewerage is destroyed. Fatigue, 
hunger, thirst and exposure exhaust the population and diseases that have 
almost passed into history—typhoid, dysentery, infestations, for example—can 
threaten health and life on epidemic scale. Obviously, food-warehouses, 
stockyards, dairies, with their normal conduits from source to consumer are 
disrupted, supplies are reduced, destroyed or cut off and any remainders are 
prone to all manner of contamination and deterioration. It is unnecessary to 
expand these general statements here; however, one should give thought not 
only to local conditions in the actual target area but to potential threats to 
social well-being (including threats to food-supply ) in the crowded evacuation 
areas. 

It is accepted Civil Defence doctrine that the best protection against attack 
by modern atomic weapons is mass evacuation. It has been calculated that the 
populations of major target areas in Canada can be reduced by 40% through 
pre-attack evacuation of non-contributory elements, in advance of warning of 
actual attack, i.e., on the development of a threatening international situation. 
An air-raid warning is the indication for withdrawal of the remainder. Evacu- 
ation areas (whether pre-planned or not) are prone to their own hygienic 
threats, including hazards to food-supplies; so that problems of sanitation and 
supply in outlying communities are added to those produced by destruction 
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and disruption of metropolitan systems. There remains consideration of the 
more specific effects of bomb-radiation on human foods. 

Until the recent introduction of very powerful atomic weapons the actions 
of ionizing radiations on food were regarded as minor though interesting pos- 
sibilities. Since “hydrogen bombs” became practical weapons this notion has 
changed largely because of the phenomenon of extensive radioactive fallout 
and so, because of this altered concept, some general remarks on bomb-radi- 
ations are appropriate. 


Initial radiation hazard 


It has been said already that the radiation hazards are of two general types 
with regard to time of occurrence. The first, the initial radiation hazard, lasts 
for about a minute after the detonation. Its constituents are several, but the 
most important is the high-energy, highly-penetrating electromagnetic radia- 
tion, gamma radiation. These rays reach an appreciable part of the target 
area but (especially with large weapons) the heat-flash and blast-effects are 
relatively so much more extensive that any food supplies affected by radiation 
would be destroyed by the other explosion-products. Another interesting con- 
stituent of the initial radiation hazard is a sub-atomic particle, the neutron. 
It possesses the ability to convert the atoms of some elements from stable to 
radioactive forms (isotopes). The ground area accessible to the neutron-flux, 
however, is also much less extensive than that affected by the destructive 
energies of blast and heat so that neutron-activation of foods is of little 
practical importance. In short, any foods within range of the initial bomb- 
radiations will be lost to use by other causes. 


Residual hazard or fallout 


The case becomes different when one considers the second general type of 
bomb-radiation, the residual hazard or fallout. When an atomic weapon ex- 
plodes the most spectacular of the early phenomena is the development of the 
“ball of fire”. It is formed by the mixed fission products; some forty elements, 
produced by the fission-process from the original bomb-material (uranium, 
plutonium ). These “daughter-elements” occur in many radioisotopic forms and 
the incandescent fireball possesses solar temperatures at first. Before megaton 
weapons were devised extensive ground contamination by the radioactive 
mixed fission products was considered a rather remote contingency, because, 
to maximize blast and heat effects, the “small” A-bomb had to be detonated 
at such heights that the fireball did not touch the ground but, rather, rose 
rapidly and cooled so that its constituents were dissipated at high levels. Only 
a small part of the radioactive material was carried back to the earth by natural 
precipitation. In contrast, when atomic weapons are set off at ground-level or 
near it, the force of the explosion craters the local area and pulverizes the 
ground-material while, simultaneously, the heat vaporizes it. The rising fire- 
ball entrains the pulverized and vaporized soil and the mixed fission products 
contaminate the ground-material. As the fireball rises and cools, condensation 
and re-solidification of the particles occur and a proportion of them, with 
radioactive material adhering, returns to earth as fallout. The fireball from a 
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20 KT weapon measures some 600 to 800 feet in diameter; that formed by one 
multi-megaton blast was three miles across. Since burst-height ceases to be 
important with very powerful weapons, it seems reasonable to assume that 
megaton blasts will always produce a fireball that touches the ground, will 
always have a marked cratering effect and therefore will always produce an 
extensive residual radiation hazard. Regarding crater-production one experi- 
mental “hydrogen bomb” explosion converted a coral atoll into a crater a mile 
across and 175 feet deep and entrained some 50 million tons of material. 
Another high-yield weapon caused radioactive contamination of an oval area 
about 7,000 square miles in extent; 284 persons (Japanese fishermen, American 
Service personnel and natives of certain of the Marshall Islands) were caught in 
the fallout and a good many were injured. 

Considerations of some physical properties of the radioactive fallout are set 
out at this point. The emanations are of two principal types, gamma rays and 
beta particles. Gamma rays, being highly-penetrating, cause injury to the 
whole (human) organism and are responsible for the clinical condition known 
as the acute radiation syndrome. Beta particles are much less penetrating and 
are stopped in the integument; in sufficient dosage they produce skin burns. 
Further, if radioactive material gains access to the organism (as by ingestion 
or inhalation) damage can be done from within. Thus one speaks of an external 
hazard, where the source of the damaging radiations lies without the body, and 
of an internal hazard where it lies within. All three types of hazard were 
present in the incident cited above; there were cases of radiation illness (pene- 
trating gamma rays), skin-burns (less penetrating beta-particles) and evidence 
of internal contamination in certain cases, fortunately of sub-clinical signifi- 
cance. 

Initially, the radioactive energy of the mixed fission products is very high. A 
curie of activity is that of one gram of radium; probably the world radium supply 
is of the order of 1,000 curies. By comparison, the total activity of the mixed 
fission products from an atomic weapon is equivalent to 300 megacuries 
(1 Mc = 1 million curies) at one hour after the explosion. Therefore, at this 
time after the detonation, the total activity from a 20 KT weapon is 6,000 Mc 
and that from a 10 MT weapon (a hydrogen bomb of moderate size), 3 
million Mc. 

In the preceding it was emphasized that the activities cited were those at 
one hour after the explosion (“Z + 1 hr”). The reason for specifying the time 
at which measurements or calculations of activity are made is that the fission 
products lose their activity—i.e., undergo radioactive decay—rather rapidly 
with time. “As the time after explosion increases by a factor of seven, the 
total activity of the mixed fission products decreases by a factor of ten.” This 
rule may be exemplified as follows: If at a certain point in a contaminated 
field, a radiation instrument shows a reading of 1,000 roentgens per hour® of 


*It is hardly necessary to point out that the roentgen is the quantitative unit used to 
measure gamma and x-rays; it may be desirable to draw attention to the expression 
“roentgens per hour”; i.e., that it is the usual practice to measure and record gamma 
activity as a dose-rate. Beta-measurement is more difficult technically and in —— 
radiation-monitoring in the circumstances under consideration, gamma activity is t 
concern. 
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gamma activity at 1 hour after the burst, then at 7 hours after, the instrument 
reading will be 100 R/hr.; at 49 hrs. after (say, at the end of the second day), 
10 R/hr.; at 14 days, 1 R/hr. and at 3 months O.1 R/hr. 

Theoretically one should examine the several properties—physical, chemical, 
metabolic, of each of the many radio-elements which comprise the mixed 
fission products. In practice, for general purposes, this is not necessary. Interest 
is directed to three; two isotopes of the element strontium and one of iodine. 
Strontium behaves metabolically, in both plant and animal systems, much like 
calcium. In mammals it is taken up ultimately by bone and, if it be one of the 
radioactive forms or isotopes referred to (Sr 89, Sr 90) the ionizing emissions 
(beta particles) can cause serious local changes which lead to neoplasm. 
Iodine, of course, is concentrated largely in the thyroid, and Iodine 131, the 
radioactive isotope with which we are here engaged, can cause damage to the 
gland. Its emanations are gamma rays and beta particles.—Of these three 

notorious daughters of fission, Strontium 90 is the most dangerous; it remains 
active for a long period (losing half its activity in about 25 years) aad is bound 
up closely, as said, in bone-structure and indeed in any biological material of 
which calcium is a normal constituent. 


Paths of entrance 


Radioactive elements can enter the mammalian organism by inhalation, 
through open wounds, by direct ingestion of contaminated food or drink or 
indirectly by the food chain. Hypothetically, human food could be affected 
by bomb-radiations as follows: 

(i) Radioactive fallout (as radioactive dirt) could contaminate unprotected 
foods: 

(ii) Gamma and beta emanations from an external source could injure or 
kill food-animals; the most probable external source being radioactive 
fallout in the eariler phases after a contaminating weapon-burst: 

(iii) Radioactive material could be ingested directly by animals grazing in 
fallout-areas and parts of the carcasses could be dangerous to man: 

(iv) Radioactive metabolites could be taken up by crops growing in con- 
taminated areas, to reach man either (a) by direct ingestion of vege- 
table foods, or (b) through animal-products derived from herds and 


flocks that have fed on such vegetable material. 


These hypothecated effects require experimental support and detailed 
quantitative assessment. Such requirements have been met in part by a number 
of investigations, chiefly in the United States and Great Britain and some of 
this work has been described in the open literature. Canada also has begun 
investigations in the field of radiation health hazards and has set up an 
organization designed to provide base-line data which, in relation to the 
present topic, ultimately should provide much-needed information. 

Contamination of unprotected foods is an obvious danger. Before high-yield 
weapons increased the fallout hazard it was accepted that any food which 
escaped physical damage could be used. This is no longer valid; in all areas at 
risk from fallout (and, as stated, such areas may extend over many thousands 
of square miles) only foods in dust-proof containers can be regarded as safe, 
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and these only if the containers are examined by radiation monitors® before 
opening and cleansed if found contaminated. Quite ordinary means of cleansing 
suffice; for tins, a good washing with water and commercial detergent, followed 
by clean water rinsing and re-monitoring after, would be an adequate pro- 
cedure. Contaminated unpackaged food could be used, if necessary, after 
removal of the outer layers and precautionary monitoring; but in Canada, 
where food-shortages are unlikely to occur, it would be preferable to reject it. 

Injury to living food-animals by radiations from an external source have been 
appreciated as a risk for some years. The earliest observations reported were 
the comparatively-trivial effects on cattle contaminated by the fallout from the 
first experimental A-bomb burst in New Mexico in July 1945. These cattle 
were contaminated at some distance and at some hours after the explosion. 
A few weeks later they showed whitened patches of hair but no other sign. 
These slight injuries were attributed to the action of beta-emitting substances. 
The later clinical histories of these cattle have been of no radiological interest 
and their offspring have been normal. Since then irradiation effects on large 
animals by gamma and beta from external sources have been studied in 
planned experiments. The burro is useful here and its somatic reactions to 
both types of irradiation have been characteristically mammalian. Experi- 
mental skin-injuries in the horse, burro, sheep and cattle by the beta-emitter, 
phosphorus 32 have been produced. Results of major interest have been, 
grossly, epilation, weeping lesions, whitening of new-grown hair; microscopic- 
ally, atrophy of the skin-structures. 

Experiments related to irradiation of the living food-animal were some in 
which meats and animal-fats, first heavily-irradiated by gamma rays, were fed 
to dogs and rats. Dogs (meat-fed) and rats (fat-fed) showed no ill-effect when 
their diets included appreciable quantities of such preparations. 

An interim conclusion, based on the above and similar experiments would 
be that irradiation by gamma rays of protein and fat designed for human 
consumption would constitute no hazard. However, consumption by man of 
the flesh of animals made sick by irradiation would be most undesirable if 
only because of the systemic bacterial invasion characteristic of the radiation- 
syndrome. The presence of a beta burn on the skin, due to fallout, will be 
associated with generalized gamma-ray damage, since both types of emanation 
issue from the fallout. 

For a long time it has been known that some radioactive elements are 
selectively absorbed by certain organs. In human medicine radium provides 
the classical example; excellent accounts of its effects when taken up by the 
skeletons of workers in the fluorescent industry have appeared in the literature, 
as well as reports of a series of cases given radium “therapeutically”. As indi- 
cated above, the long-lived strontium 90 is regarded as the most dangerous 
element of the products of bomb-fission, although less than 2% of the dietary 
element is deposited in bone (rats); its radioactive properties are such that 
the lifetime tolerance for man is estimated at 1 microcurie or 6.3 x 10-° gm 


®Radiation monitors are technicians trained in the use of radiation-detection (“Radiac”) 
instruments. The instrument used in examining food or food-packages for the presence of 
radioactive dirt would be a contamination-meter. It is one of several instruments designed 
for use by monitors to meet various defence requirements. 
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(10-* part of the mass of the human body). That is, there is almost no 
tolerance for this isotope. 

Relating the above to animals which have grazed over a fallout area, it seems 
that their carcasses would require special treatment before use as food. The 
hide is likely to pick up radioactive dust, there will be radioactive material in 
the digestive tract, the respiratory structures may retain some particles and 
the urinary organs conceivably could contain radioisotopes in process of 
excretion. Selective absorption by some organs also will offer a hazard. The 
muscle is not a selective organ and so could be used as food. The hide (dust- 
contaminated), the digestive tract with liver and other appendages, the 
thyroid (iodine) and bone (strontium) should be rejected as well as the 
respiratory and urinary tracts. In butchering the carcasses, special precautions 
to prevent contact of red meat with these structures would be desirable. 
Obviously, soup should not be made from the bones; neither should animals 
displaying radiation burns or radiation sickness be converted to food. 
Nothing has been said of the possible danger offered by poultry that have fed 
in fallout areas; it is likely comparable to that offered by beef and other 
animals. 

The possibility of uptake of strontium by plants has received good experi- 
mental support, principally by American investigators. In some series of trials, 
plants of various species were grown on soils collected from atomic weapon 
proving-grounds: these soils contained known quantities of Sr 90. The maxi- 
mum uptake by red kidney beans, tomato, barley and Russian thistle was 
concentrated in the aerial portions of the plants, to about 2% of the soil con- 
centration or 0.026 microcuries per gram dried weight of plant. The fruiting 
portions held lower concentrations. Uptake generally was increased by the 
addition of soil-nutrients and Sr 90 concentration was higher from calcium-poor 
than from calcium-rich soils. Similar experiments with other plant-forms have 
given general support to these results. Animals fed on preparations of such 
plants showed small but definite strontium-uptakes. Bone deposition was 
higher after giving aqueous extracts of the plants than when dry preparations 
were fed. The deposition varied in one series of trials (rats) from 1.8 to 7.9% 
of the total dietary dose. This interesting American work demonstrates certain 
aspects of the behaviour of radiostrontium when it enters the food-chain from 
contaminated soils; it should be noted that the plants had ample time to 
metabolize the element during comparatively-lengthy growth periods. It may 
be, therefore, that vegetable uptake of strontium is of little significance when 
crops at or near maturity are contaminated by bomb-fallout and that external 
contamination by the radioactive dirt would, in such cases, be the only real 
food-hazard. On the other hand, it is not known what would happen were 
food-crops grown on contaminated soils for many seasons and it has been said 
(with finer wisdom than clarity) that it is not yet possible to quantize the 
long-term radio-dependent ecology of massive atomic attack. 

Milk has been regarded as a strontium vehicle since the metabolic behaviour 
of that element so much resembles that of calcium. Experimental results 
released last year from American sources indicate that a cow consuming Sr 90 
daily with its food secretes a small part of the dietetic strontium in the milk— 
0.16% of the daily dose per litre. Calcium enjoys preferential secretion over 
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strontium, however, and a calcium-rich diet caused lower secretion of stron- 
tium in the milk. Related in interest was an observation, in rats, that calcium 
was preferentially utilized for bone-formation by a factor of 8. A calf absorbed 
more strontium when on a milk-diet than when fed grain; this is probably 
explained by higher fluid intake and may be of significance when the high 
rate of bone-metabolism in young mammals is considered. 

Radio-iodine (I'*') appears in milk in quite high proportions; 16% of dietary 
iodine in one instance. This isotope, however, loses its activity quickly (half in 
8 days) and is not comparable as a long-term hazard to strontium 90. 

In the edible parts of hens’ eggs the concentration of Sr 90 has been found 
low; according to some American work, less than 0.2% of that available in the 
food. In the trials cited the highest concentrations appeared in eggs laid on 
the third and fourth days following strontium-ingestion. 

Fish as a radioactive hazard have attracted attention since the fallout- 
accidents of March 1954. All information released to date tends to minimize 
the danger conveyed by contaminated edible fish. Examination of tuna from 
seas subject to fallout showed that mixed fission products appeared only as a 
direct contaminant of integumentary structures. Even allowing for ingestion 
of radio-metabolites it seems, so far at least, that the edible parts (fillets) of 
free-swimming fish are not dangerous. As with cattle, skin, gut and bones 
should be discarded. Even fish from the heavily-contaminated Bikini lagoons 
(a bomb-trial site) do not seem to have been dangerous; released reports 
indicate a need for caution but that is all. Nothing is known (at least to the 
writer ) of the behaviour of the mixed fission products in the cases of bivalves 
and crustaceans. 

British work in relation to radiation food-hazards is of peculiar interest to 
the inhabitants of the United Kingdom because domestic supply is limited 
and because nearly all agricultural areas are at risk from fallout. One declassi- 
fied report states that “it appears that children might receive injury from the 
milk of cows grazing in areas when the dose-rate was greater than 0.4 
roentgens per hour at one hour after an atomic explosion”. Unfortunately, this 
conclusion is based on no less than seven assumptions, related (e.g.) to the 
daily grazing-area of a cow, its food-intake, quantities of mixed fission pro- 
ducts deposited on herbage, corrections for the relatively short life-term of 
the cow and so on. While the assumptions and conclusions are reasonable 
there appeared little supporting experimental work. However, the report does 
suggest a simple means (by ordinary radiation-monitoring procedures) of 
assessing fallout-hazards in relation to foods and it can be hoped that further 
evidence will justify adaption of the principle. 

But it must be remembered, in reviewing all this work, that much more 
information is required. For example, the chemical state of the critical con- 
stituents of fallout must be considered in relation to uptake by vegetation and 
the transmission of radio-metabolites to food-animals and their products. Most 
of the elements of the mixed fission products are believed to be oxides initially; 
they probably reach the soil as hydroxides and carbonates and therefore 
(especially for the latter) the reaction of the soil and of the rhizosphere itself 
could be among the factors which govern the entry of radio-poisons into the 
food-chain. It must also be remembered that all that has been cited merely 
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indicates trends; no one should say, on the basis of the observations available, 
that so many bombs will produce such an effect on food, animals or future 
generations. It is because base-line data are lacking that the work recently 
begun by the Department of National Health and Welfare in this country is 
of such great potential importance, aimed as it is at long-term studies of the 
somatic effects of radiation, of the genetic effects and at the monitoring of 
certain materials for radioactivity, particularly for the assay of the more toxic 
isotopes such as radio-strontium. 


CONCLUSION 


Experimental data and acceptable opinion reviewed for these notations 
indicate that human foods are potentially at risk from atomic bombing, for 
several reasons. First, there are direct destruction of supply, dislocation of 
supply-systems and loss of sanitary control over food-stores and sources. An- 
other danger is serious fallout-contamination of food-stocks over extensive 
areas of country far beyond the range of direct destruction. Next, one notes 
the probability of radiation injury to living food-animals sufficient to render 
them unfit or of questionable fitness for consumption. A further hazard to 
such animals lies in ingestion of water and fodder contaminated by radioactive 
fallout. More indirectly, radioactive material metabolized by plants or animals 
might render them undesirable for human consumption, or such animal- 
products as eggs and milk might be found to contain low but appreciable 
quantities of radio-poisons. 

It must be realized, however, that much more experimental work in this 
field is required before any but tentative conclusions can be made or anything 
but certain metabolic trends accepted. We can only guess at the long-term 
effects of heavy radio-contamination of wide areas of a food-producing country, 
and while the entry of dangerous bomb-products such as strontium 90 into 
the food-chain is a possibility of atomic warfare, a quantitative assessment of 
the risk cannot be made at the present time. The long-term somatic and genetic 
effects of other than naturally-occurring radioactive material in food or over 
the earth generally are at present highly-specialized and somewhat speculative 
studies which hold, nevertheless, much interest for the future. 
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Alberta’s Provincial-Municipal Hospitalization 
Plan 


M. G. McCALLUM, M.D. 


= Provincial-Municipal Hospitalization Plan differs from other 
plans in that it is a semi-voluntary plan operated at the municipal level 
by agreements between municipalities and local hospitals to provide hospital- 
ization for municipal residents. The Provincial Government, through the De- 
partment of Public Health, exercises certain controls, supervises the operation 
of the plan, and reimburses the municipalities for part of the cost. 
The primary object of the plan is to bring hospitalization within the ability 
to pay of the average citizen. This is attained by distributing hospital costs 
between the patient, the municipality, and the Provincial Government. 


Development of the plan 


To understand the plan as it functions today we must follow its gradual 
development from the Municipal Hospitalization Plan which had its inception 
in 1918. Municipal hospitals provided standard ward care for their ratepayers 
and dependents at a direct charge to the patient of $1 per day or less. The 
provision of extras, depending on the individual hospital, might vary from 
completely free up to full charge for such services. Standard ward care means 
the bed accommodation provided to a patient in a hospital when private room 
or semi-private room accommodation is not requested, and includes the routine 
services ordinarily provided without extra charge. Ratepayer is any person 
liable to pay taxes in respect of real property in a municipality or a municipal 
hospital district. Non-ratepayers were privileged to purchase contracts making 
them eligible for the same benefits as the ratepayers. 

The Municipal Hospital Plan was very successful, so in 1950 the Province 
passed an amendment to The Hospitals Act permitting any municipality, not 
part of a Municipal Hospital District, entering into agreements with local 
approved hospitals for the purpose of providing hospitalization for their rate- 
payers and contract purchasers on a basis similar to the Municipal Hospital 
Districts. A local approved hospital is a general hospital in, or adjacent tc, an 
area controlled by a municipal council or Municipal Hospital District Board 
meeting the requirements of the Hospitals Act and thereby in receipt of a 
patient day grant. The Province undertook to reimburse the municipalities and 
Municipal Hospital Districts to the extent of 50% of their payments for standard 
ward care for eligible individuals. In Alberta, approved hospitals were classified 
into five groups according to facilities and services provided. A rate for standard 
ward care was established in each group and it was on this rate that the local 
authorities paid for hospitalization of their ratepayers and contract holders 


1Director, Hospital and Medical Services, Dept. of Public Health, Alberta. 
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and on which the Province reimbursed them 50%. It was this development in 
1950 that became the Provincial-Municipal Hospitalization Plan. It did not 
include the Maternity Hospitalization Plan nor the Hospitalization Plan for 
Social Service Recipients, which were, and still are, kept entirely separate. 

The recipients of benefits in each municipality were only permitted to obtain 
their hospitalization in these local hospitals with which the municipality had 
agreements. Provision, however, was made whereby an eligible individual 
might be medically referred to another hospital and receive the same financial 
benefit as they would in the local hospital. Likewise, an eligible individual, 
temporarily away from his local district, was entitled as an emergency case. 

Each year since 1950 there have been changes made, predominantly of a 
minor nature. Effective July 1st, 1953, a major change in the plan occurred. Up 
to then the plan covered only standard ward care, but in 1953 “extras”, subse- 
quently termed “special hospital services” were incorporated in the plan and 
a municipality could adopt either the plan for standard ward hospitalization 
only or the plan for standard ward care plus “extras”. A flat rate for this latter 
service was established according to the hospital grouping, the patient paying 
25%, the municipality the remainder, and the Province reimbursed the munici- 
pality 50% of their payment. 

In 1954 minor changes were introduced. In 1955 the Province enacted further 
legislation authorizing the Province, through the Department of Public Health, 
to reimburse municipalities for a larger portion of their per patient day pay- 
ments. This legislation became effective April 1st, 1955. 


Present Plan 


The Provincial-Municipal Hospitalization Plan as it exists today authorizes 
municipalities, entering voluntarily into agreements with local general hos- 
pitals, to provide either standard ward care only or standard ward care plus 
“special hospital Services”. The term “municipality” as used in the remainder of 
this article means municipalities and municipal hospital districts. “Special 
Hospital Services”—all hospital procedures, treatment, services, care, tests, 
drugs, dressings, and medications not included in standard ward care which 
are necessary for the proper care, diagnosis and treatment of the patient, shall 
be designated as Special Hospital Services, with the following exceptions: 
hormones (cortisone and A.C.T.H. in all forms, hormone implants ); coagulants 
(thrombin topical, vitamin K oxide, fibrinogen); antibiotics for parenteral use 
(tetracycline, chloramphenicol, erythromycin, polymyxin B sulphate, neo- 
mycin); anticoagulants (heparin or trade preparations); radioisotopes; miscel- 
laneous (chlorpromazine amps and Quinidine ampoules and Streptokinase). 
Other exceptions include anaesthetist services, electroencephalograph examina- 
tions, cardiac catheterization; appliances (colostomy and ileostomy outfits and 
other appliances primarily intended for use of the patient after being dis- 
charged ) and procedures, treatments and tests not available in the hospital in 
which the patient is being hospitalized. The payments to the hospitals are on 
a flat rate per patient day basis. The patient pays $1 per day toward standard 
ward care, and 25% of the special hospital services rate per day when such 
services are included in the agreement; the municipality pays the remainder 
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and at present the Province reimburses the municipality 50% where standard 
ward care only is provided, and 60% where standard ward care plus special 
hospital services are provided. This acceptance of a larger portion of the 
municipal cost is an incentive to adopt the comprehensive plan. 

The municipality finances its portion of the hospital payments by a mill rate 
tax on real property, and once a municipality has voluntarily entered the plan 
the tax is compulsory on all real property owners. 

A municipality may implement a minimum hospital tax, which tax cannot 
exceed $10 per taxpayer per year. When this is done, any ratepayer, whose 
hospital mill rate tax brings in less than the amount of the minimum tax, is 
required to pay the amount of the minimum tax. This, in effect, creates a poll 
tax for owners of small properties and prevents an individual obtaining a small 
property just to become eligible for hospital benefits. 

A non-ratepayer, who is an Alberta resident, may purchase a contract from 
the municipality in which he has established his abode. This contract entitles 
him and his dependents to the same benefits as the ratepayer and his de- 
pendents. Where standard ward care only is provided the contract cost varies 
between $8 and $10 depending upon the category of the hospital under agree- 
ment, and where the complete plan has been implemented the contract cost 
varies between $10 and $14. These contract rates may be revised downward 
but not upward, and may vary between single individuals and families. 

Contracts must be made available at any time of year with the effective 
date, 60 days subsequent to initial purchase and immediately on renewal. 


Benefits 

An eligible ratepayer or contract purchaser and his dependents are entitled 
to standard ward care in the local approved hospitals with which the munici- 
pality has its agreements. Where Special Hospital Services are included the 
patient is entitled to complete hospitalization with the exception of the ex- 
clusions already mentioned. There is no limit to the period of hospitalization, 
providing the patient is in need of active treatment. In-patient diagnostic ser- 
vices are covered but not Out-patient services. Conditions existing prior to 
eligibility under the plan are not excluded. There is no age limit to eligibility. 
Hospitalization is provided for an eligible individual for emergency conditions 
when temporarily away from home, and for medically referred conditions if, 
because of lack of adequate medical or hospital facilities such conditions can- 
not be treated in the local hospital. Emergency and medical referral benefits 
extend to all general hospitals within or without the Province. 


Coverage 

It is not possible to state what percentage of the population of the Province 
is covered under The Provincial-Municipal Hospitalization Plan as the munici- 
palities are not required to provide the Department of Public Health with the 
number of ratepayers, contract holders and dependents eligible for benefits. 
We do know that rural municipalities, municipal hospital districts, cities, 
towns, villages, and unorganized districts containing 98% of the population as 
at October Ist, 1955 are under standard ward care plan or the complete plan. 
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Volume and Utilization 
In examining the utilization of hospital facilities in the Province under the 
Provincial-Municipal Hospitalization Plan, an examination of total utilization 
in Approved hospitals is warranted. 
Table 1 shows a 10.2% increase in total days per thousand population from 
1951 to 1954. There are many factors influencing this increase. Some of the 
TABLE I 


POPULATION AND HOSPITALIZATION Days IN ALBERTA APPROVED HOsPITALS 
1949 to 1954 











Population? Total? Days per 1,000 Average 

Year of Alberta hospital days population stay 
1949 871,000 1,364,000 1,566 8. 

1950 895,000 1,403,000 1,568 8.8 
1951 935,500 1,487,000 1,582 8.9 
1952 970,000 1,591,000 1,640 8.8 
1953 1,020,000 1,716,000 1,682 8.8 
1954 1,039,000 1,811,000 1,743 8.9 

*Dominion Bureau of Statistics. *Excluding Newborn. 


more important ones would appear to be; the gradual increase in the rated 
bed capacity per thousand population from 5.9 in 1951 to 6.3 in 1954; the more 
equitable distribution of these beds; the increase in hospital utilization in 1953 
and 1954 by poliomyelitis cases due to the poliomyelitis epidemics with prac- 
tically free hospitalization; the increase in maternity cases, the increase in the 
aging population with a marked increase in hospital utilization of the Social 
Service Recipients who receive free hospitalization. 


TABLE Il 


PATIENT Days IN APPROVED HOsPITALS PER 1,000 PopULATION 
1951 to 1954 





Social Service 





-Year Poliomyelitis Maternity Recipients Other Total 
1951 26* 214 165 1,177 1,508 
1952 32* 219 190 1,199 1,640 
1953 72 219 217 1,184 1,682 

1,206 1,743 


1954 93 228 216 











*Post Isolation days only (University of Alberta and Junior Red Cross 
Hospitals). 

Table II shows the days per thousand population of Poliomyelitis cases 
under The Poliomyelitis Act; Maternity Cases under The Maternity Act and 
Social Service Recipients under their hospitalization Plan. 

Poliomyelitis days increased by 258%; maternity days by 6.5% and the pension 
group by 30.9%; with the result that the remainder of the days showed just a 
2.25% increase per thousand population as against a 10.2% increase in total 
days per thousand. The poliomyelitis days for 1951 and 1952 should be slightly 
higher due to lack of inclusion of isolation days for this group, and this 258% 
increase would be slightly lower with the 2.25% somewhat increased for the 
remainder of the days. However, these data serve to indicate that these 
groups are responsible for a considerable portion of the increase in hospital 
days for 1951 to 1954. The average days stay is shown in Table III. 








146 CANADIAN JOURNAL OF PUBLIC HEALTH Vol. 47 


TABLE III 
AVERAGE Days STAY OF PATIENTS BY TYPE OF PROGRAM 
1951 to 1954 








Pension Other 
(Social per diem 
Polio- Security $1.00 per day grant Non-Grant Overall 

Year myelitis Maternity Recipients) (Prov-Mun. Plan) patients* patients** average 
1951 —_ 8.4 15.5 7.6 8.0 12.1 8.9 
1952 — 8.2 15.2 7.6 7.8 10.7 8.8 
1953 62.9 7.9 15.5 oa 7.6 9.7 8.8 
1954 = 86.2 7.8 15.0 7.8 7.6 9.2 8.9 


*Self payment, Insurance, indigent and W.C.B. cases. : 
**Non-resident, Federal Government responsibility, psychiatric in general hospitals and 
non treatment (boarder) cases. 


Table IV indicates the actual increase in the Social Service Recipients group 
per thousand population and the marked increase in hospitalization per 
thousand persons eligible for hospitalization in this group, regardless of aver- 
age days stay in hospital. 

TABLE IV 


SoctAL SERVICE RECIPIENT Factors AFFECTING ToTAL HospitaL Days 
1951 to 1954 


Recipients per Hospital days per Average stay 
Year 1,000 population 1,000 recipients in hospital 
1951 28.5 5,780 15.5 
1952 31.7 5,988 15.2 
1953 32.0 6,495 15.5 
1954 32.5 6,674 15.0 


Table V shows hospital utilization under the Provincial-Municipal Hos- 
pitalization Plan. Hospital utilization showed a tremendous increase, with the 
result that 40% of total provincial hospital days in Approved hospitals in 1954 
were utilized under the Plan. Between 1951 and 1954 the average days stay 
per case increased by 0.2 days. This increase began in 1953, the year of the 
Special Hospital Services Plan, and a further increase occurred in 1954. 

Table VI presents comparison of the utilization data for Standard Ward 
care cases only, and for complete care cases. It must be remembered that the 
Standard Ward Care cases are required to pay $1 per day plus the itemized 
cost of all ancillary services and other extras while the complete care cases 


TABLE V 
HOSPITALIZATION IN APPROVED HospITALS UNDER 


PROVINCIAL-MUNICIPAL HOSPITALIZATION PLAN 
1950 to 1954 


Total days Patients discharged Average % of total 
Year under Plan and died days stay hospital days 
1950 113,441* — —_— —_ 
1951 357,321 46,779 7.6 24.0 
1952 500,006 65,862 7.6 31.4 
1953 660,468** 85,526 on8 38.5 
1954 721,566 92,261 7.8 40.0 


*Seven months only. **Special hospital services, six months only in 1953. 








ee 
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are only required to pay the flat rate charge varying from $2 per day in a 
Group “A” hospital to $1.30 per day in a Group “E” hospital. This is not true 
of medically referred and emergency cases when away from their local hos- 
pital. These cases receive the Provincial-Municipal assistance for hospitaliza- 
tion but are charged on an itemized basis for ancillary services and other extras. 


TABLE VI 


COMPARATIVE HOSPITALIZATION FOR STANDARD WARD CARE 
ONLY AND COMPLETE CARE UNDER PLAN 
1953 to 1954 





Patients discharged 


Year Total days and died Average stay 
{Standard Ward Care 553,666 72,372 7.6 
" Complete Care 106,802* 13,154 8.1 
Standard Ward Care 353,744 44,817 7.9 
me Complete Care 367,822 47,441 7.45 


*Six months only. 


In 1953 the complete plan was operative for six months only, with the city of 
Edmonton adopting it in July 1953, with a considerable number of Municipal 
Hospital Districts adopting it subsequently during the year. As most indi- 
viduals under the complete plan were not fully aware of the services we would 
not consider the average stay of 8.1 days for this group in 1953 too significant. 

In 1954 when slightly more than 50% of the patients received the complete 
services the average days stay shows a change. One cannot draw too many 
conclusions from this but it must be remembered that out-patient diagnostic 
and therapeutic services are not provided under the Plan and that possibly 
persons eligible for in-patient hospitalization are being admitted to hospital 
for short periods to receive what ordinarily is out-patient services, which could 
indicate the shorter per patient day stay. 

Table VII presents the increasing percentage of all patient days provided 
under the four principal Provincial Hospitalization Plans. 


TABLE VII 


PERCENTAGE OF TOTAL Days IN APPROVED HOSPITALS 
PROVIDED UNDER PROVINCIAL PROGRAMS 
1951 to 1954 


Social Service Provincial 
Maternity Recipient Poliomyelitis Municipal 
Year Plan Plan Plan Plan Total 
1951 14.2 10.9 _ 24.0 49.1 
1952 14.0 12.2 —_ 31.4 57.6 
1953 13.3 12.6 4.4 38.5 68.8 
1954 13.4 12.8 5.1 40.0 71.3 
FINANCES 


Payments to Participating Hospitals 
Table VIII shows the daily payments to hospitals participating in the com- 
plete plan as at April Ist, 1955. The daily statutory grant of $1 is included, 
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plus the extra per diem grant of 50 cents which is only paid to hospitals pro- 
viding complete services on a daily flat rate basis. 


Municipal and Provincial Hospitalization Payments under the Plan for 1954 
are presented in table IX. 


In Table X payments by the Provincial Government for 1951 to 1954 for 
hospitalization by type of program are presented. 


TABLE VIII 


PATIENT DAY PAYMENTS TO HospiTaALs UNDER COMPLETE 
PROVINCIAL-MUNICIPAL HOSPITALIZATION PLAN 


Payment by Province 


Payment Payment Reimbursement Per diem 
Hospital Daily by by local to local payments to 
group payment* patient authority authority hospital 
A 13.75 2.00 4.10 6.15 1.50 
B 11.60 1.80 3.32 4.98 1.50 
c 10.20 1.60 2.84 4.26 1.50 
D 9.80 1.50 2.72 4.08 1.50 
E 8.70 1.30 2.36 3.54 —— 


*$1.00 less for children under 16 years. Newborn where Maternity Act does not apply 
are hospitalized at $3.00 per day shared equally by parent, municipality and Province. 
**There is also an out-post daily grant to this group. 


TABLE IX 
PuBLIC PAYMENTS TO HosPITALS UNDER PROVINCIAL-MUNICIPAL 
HOsPITALIZATION PLAN 


1950-1954 (Calendar Year) 
To nearest $1,000.00 


Total 
Municipal Provincial Provincial provincial 
Year payment payment grant payment Total 
1950 203,000 203,000 79,000 283,000 486,000 
1951 683,000 683,000 260,000 943,000 1,626,000 
1952 1,317,000 1,317,000 388,000 1,704,000 3,021,000 
1953 2,044,000 2,044,000 479,000 2,523,000 4,567,000 
1954 2,637 ,000 2,637,000 523,000 3,160,000 5,796,000 


TABLE X 


PROVINCIAL PAYMENTS FOR HOSPITALIZATION BY TYPE OF PROGRAM 
Calendar Year 1954 


Type of Program Payments* 

Provincial-Municipal Hospitalization Plan $2,636,836.48 
Maternity Hospitalization** 2,179,150.85 
Social Services Recipients Hospitalization 1,962,385.40 
Poliomyelitis Hospitalization 1,079,951.24 
Statutory Grants to Hospitals*** 1,364,755.20 


$9,223,079.17 


*Includes all general hospital payments; does not include indigent 
payments. 
**Excludes home delivery cases. 
***I ncludes grants on psychiatric cases in general hospitals and ortho- 
paedic cases. Does not include payment under Cancer Act. 


Municipal payments under Prov-Mun. Hosp. Plan total $2,636,836.48 











The Brantford-Sarnia-Stratford Fluoridation 
Caries Study 1955 Report 


H. K. BROWN, D.D.S., D.D.P.H., H. R. McLAREN, D.D.S., D.D.P.H.,1 
G. H. JOSIE, M.Sc., M.P.H., and B. J. STEWART, B.A.? 


N June 20th, 1955, Brantford completed ten years of experience with 
mechanically fluoridated water. 

Earlier reports (1) have shown that the full decay-preventing effect of the 
fluoridated water on the permanent dentition of the Brantford children began 
to show itself in 1951, when the first permanent molars appeared in the mouths 
of the children born there in 1945. In 1953, after these teeth had been exposed 
in the mouths of the eight-year-old children for a period of two years our 
reports showed that they were found to be as decay-resistant as those of the 
children in the corresponding age group in Stratford, where water fluoridated 
to the extent of 1.6 parts per million from an underground deposit of fluoride 
had been in use continuously for thirty-eight years. This was the first clear 
demonstration that mechanically fluoridated water was as effective as naturally 
fluoridated water in the prevention of tooth decay. It was further confirmed 
by the 1954 survey. The 1955 survey, which is reported here, contributes addi- 
tional data which are presented and analyzed in the succeeding pages. 

Before the Brantford water supply was fluoridated a great deal of informa- 
tion had been assembled from various parts of the world, which showed 
beyond any reasonable doubt that water containing 1 to 1.5 parts per million 
of fluoride, dissolved out from underground deposits, could be consumed 
safely, and would greatly reduce the incidence of tooth decay, particularly 
among those consuming it from birth (2). Questions were raised in some 
quarters as to whether or not the caries inhibiting effect might depend upon 
other chemical substances with which the fluoride could be associated. There 
was no evidence from the field of chemistry to suggest this. It appeared to be 
highly probable that the fluoride itself was entirely responsible for the re- 
duction in tooth decay. It is a common constituent of the earth’s crust, readily 
available, and not costly. This situation gave rise to hope for a simple inex- 
pensive way to prevent tooth decay, especially among children. As it was 
well known that such trace quantities as one part per million in a water supply 
could be safely consumed, it was decided to find out whether or not the 
raising of the fluoride content of a previously fluoride-deficient water supply 
to one part per million by the mechanical addition of sodium fluoride would 
reduce the incidence of tooth decay as effectively as one part per million of 
fluoride derived by the passage of water through an underground deposit of 
fluoride. 

In !:.{7 a study was instituted in which the caries prevalence of Brantford 
childre:: would be compared periodically with that of a city having a naturally 
fluoridated water supply, and also with that of a city having no fluorides in 


1Dental Health Division, Department of National Health and Welfare. 
Research and Statistics Division, Department of National Health and Welfare. 
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its water supply. Planning and organization of the study was done by the 
Research and Statistics Division and the Dental Health Division of the Depart- 
ment of National Health and Welfare. Sarnia, the fluoride content of whose 
water is negligible, and Stratford, whose water supply had contained 1.6 parts 
per million of fluoride since 1917, agreed to serve as controls. These two 
cities were known to be comparable to Brantford except for the fluoride 
content of their water supplies. 

The first survey was made in 1948, and subsequent surveys in 1951, 1953, 
1954 and 1955. In this report the 1955 data have been analyzed in comparison 
with those of 1948, with a view to showing the change in caries prevalence 
which has occurred during the seven-year period of 1948-1955. 


SELECTION AND METHOD OF EXAMINATION OF CHILDREN 
The numbers of children comprising the study groups in Sarnia, Brantford 
and Stratford are shown on Table I. The sampling procedure was that de- 
scribed in previous reports (1) and in “A Suggested Methodology for Fluorida- 
tion Surveys in Canada” (3). All examinations in this, as in previous surveys 
were carried out by the same examiner (HKB). They were performed under 
standardized conditions as described in earlier reports (1). 


TABLE I. Torat CHILDREN ELIGIBLE AND TOTAL EXAMINED, BY AGE GRrouP 
BRANTFORD, SARNIA AND STRATFORD, 1948 AND 1955 


Age 
——___!1™8____mt_.§____Group_Sarnia_Brantford__ Stratford 
Total Eligible 6-8 677 963 511 
No. Chosen for Exam. . 624 s 
No. Examined 669 619 505 
Total Eligible 9-11 580 816 434 
No. Chosen for Exam. > 602 * 
No. Examined 571 595 432 
Total Eligible 12-14 495 747 376 
No. Chosen for Exam. * 600 * 
No. Examined 486 593 371 
1955 
Total Eligible 6-8 815 1,321 767 
No. Chosen for Exam. 576 528 548 
No. Examined 571 508 541 
Total Eligible 9-11 581 846 494 
No. Chosen for Exam. * 529 * 
No. Examined 573 522 485 
Total Eligible 12-14 500 769 438 
No. Chosen for Exam. > 538 * 
No. Examined 485 523 434 


*No sampling performed. 
Census population, 1951: Brantford, 36,727; Sarnia, 34,697; Stratford, 18,785. 
Sarnia survey area includes Point Edward which is served by the Sarnia water supply x 
but not other outlying areas annexed in 1953. 


METHOD OF EXAMINING AND RECORDING 

With a view to maintaining as uniform a scale of observation as possible 
throughout the study, all examinations have been done by the same examiner, 
using a portable examining light of specific intensity kept at a constant dis- 
tance, plane mouth mirrors and No. 5 Clev-dent explorers. The lowest limit 
in size for a caries lesion was defined as one in which the point of the explorer 
would stick and resist direct withdrawal, or in which softness could be felt. 
Hard discolored enamel surfaces and enamel imperfections were not recorded 
as caries. Any observable mottling was recorded. Oral hygiene was also re- 
corded and classified as ‘good’, ‘fair’, ‘poor’. 

A chart depicting all the coronal surfaces of both permanent and primary 
teeth was used for recording. Although this report presents data only for DMF 
(decayed, missing and filled) permanent teeth and df (decayed and filled) 
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primary teeth, tooth decay was recorded in the detail necessary for analysis 
by the number of surfaces affected. In addition every tooth space was ac- 
counted for in order that later analysis might be made in terms of a DMF 
tooth record of all erupted teeth per child. 


FINDINGS 

This report presents data showing the extent of change in caries-prevalence 
which has taken place in Brantford between 1948, when the Department of 
National Health and Welfare did its first survey, and 1955. 

The Stratford data are presented, as in previous reports, for the purpose of 
showing the degree of caries reduction which the Brantford children might 
be expected to attain, after sufficient time had elapsed for those born since 
the inception of fluoridation (June 1945) to produce a full set of permanent 
teeth. This requires about 12 years from time of birth. As yet only the per- 
manent teeth of the Brantford 6-8 age group may be compared with those 
of the corresponding Stratford age group with any reasonable expectations of 
finding an equal degree of caries resistance. 

In the sections following, data from the 1948 and the 1955 surveys are 
presented in respect to (1) all permanent teeth, (2) first permanent (six-year ) 
molars, (3) permanent upper incisors and (4) primary teeth. Statistics are 
given separately for the first permanent molars since these are the permanent 
teeth which first reach the stage of having been fully calcified during the 
period of fluoridation, and also for the reason that they are the most caries- 
vulnerable tooth of the permanent dentition. In the case of the upper per- 
manent incisors, which demonstrate more dramatically than any other teeth 
the caries-preventing effect of fluoride, the opportunity is afforded too of 
observing the topical effect on enamel which had been wholly or partially 
calcified before the initiation of fluoridation. Except for permanent upper 
incisors and primary teeth, data are presented for each of the three age groups, 
6-8, 9-11, 12-14, which were chosen because of their relation to the permanent 
tooth eruption pattern. 

The indices used here to measure the extent of caries are (a) percentage of 
children having caries-free teeth, (b) tooth mortality rate (calculated only 
for all permanent teeth), and (c) mean DMF permanent teeth (for primary, 
mean df teeth). These indices are presented in turn for each type of tooth. 

In Brantford during the total study period the caries-prevalence trend has 
been dramatically downward in all age groups studied, with some variations 
in the downward rate. As a generalization it may be said that the data show 
that in the fluoride-free control city of Sarnia the caries prevalence has fluctu- 
ated but remained at a high level from survey to survey, while in the naturally 
fluoridated control city of Stratford it has fluctuated at a low level. 


Percentage of Children Having Caries-Free Permanent Teeth 

One measure of the effectiveness of fluoridation as a caries-preventive pro- 
cedure may be obtained from examination of the numbers of children in 
Sarnia, Brantford and Stratford, having caries-free permanent teeth in 1948 
and 1955. Table II, and Fig. 2, summarize the findings in this regard, expressed 
as percentages. 

In 1948 the percentages of children in Brantford and Sarnia who were caries- 
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free differed but little. In comparison with Stratford children, however, sig- 
nificantly lower percentages of caries-free children were found in Brantford, 
at all ages studied. This was to be expected; Stratford children had used 
fluoridated water continuously since birth, while even the youngest of the 
children in the Brantford study-group were two and a half years of age at the 
time fluoridation of that city’s water supply was instituted. 

By 1955 substantial increases had occurred in the percentages of caries-free 
children in Brantford, at all ages studied. In both Sarnia and Stratford, on the 
other hand, the percentages of caries-free children in 1955 were somewhat 
below the 1948 levels. The Sarnia—Brantford differences in percentages of 
caries-free children had increased significantly, in favour of Brantford children 
at all ages. No significant difference was found in 1955 between the percentages 
of caries-free children aged 6-8 years in Brantford and Stratford. In the two 
older age-groups, in 1955, there continued to be differences in favour of Strat- 


ford children, as could be expected. However, these were considerably smaller 
than in 1948, which was also to be expected. 


TABLE II, PERCENTAGE OF CHILDREN HAVING CARIES-FREE PERMANENT TEETH 

Age 

Group Year Sarnia Brantford Stratford 

6-8 1948 40.96 46.69 78.42 
1955 32.75 66.14 68.21 

9-11 1948 6.13 5.71 52.08 
1955 4.19 25.48 32.99 

12-14 1948 0.62 1.18 27 .22 
1955 1.86 6.69 20.28 

Tooth Mortality 


Tooth mortality among children in Sarnia, Brantford and Stratford, in 1948 
and in 1955, is shown in Table III. The findings are expressed in terms of the 
numbers, per 100 children of permanent teeth extracted and/or indicated for 
extraction. (A tooth which is too badly broken down and infected to be saved 
by ordinary treatment is classified as indicated for extraction.) 

In 1948 tooth mortality among Brantford children was significantly lower 
than it was among Sarnia children, at all ages studied. No significant difference 
existed between tooth mortality of Brantford and Stratford children, aged 
6-8 years; however, among Brantford children aged 9-11 years, and 12-14 
years, tooth mortality was significantly higher than among Stratford children 
of the same ages. 

There is a correlation between tooth mortality and caries prevalence in 
terms of the number of teeth attacked, unless caries is halted by treatment. 

In 1948, after three years’ exposure to fluoridated water, the prevalence of 
dental caries among Brantford and Sarnia children was still of the same order. 
However, tooth mortality among Brantford children was considerably less 
than among Sarnia children. This could be accounted for by the fact that, in 
the former community, a much more favourable ratio existed between treated 
and untreated carious defects than was observed among Sarnia children. The 
prevalence of dental caries (Table IV) among Brantford children, in 1948, 
was approximately four times greater than that of Stratford children; com- 
parison of tooth mortality rates (Table V) among Brantford and Stratford 
children showed Brantford children to have about four times the tooth-loss 
experienced by Stratford children. 
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By 1955, tooth mortality rates among Brantford children continued to be 
significantly lower than those of Sarnia children, age for age. In Sarnia, no 
statistically significant changes had occurred in the tooth mortality of children 
aged 6-8 and 9-11 years, during the period 1948-55, while significant reduc- 
tion was observed among children aged 12-14 years. During the same period, 
among Brantford children, a slight (non-significant) decrease took place in 
the 6-8 year group, and markedly significant decreases in tooth mortality had 
occurred in the two older age-groups, which were concomitant with the re- 
duction in dental caries prevalence that occurred among Brantford children 
from 1948 to 1955. Comparison of tooth mortality among Brantford and Strat- 
ford children, in 1955, showed no significant differences among chil- 
dren aged 6-8 and 9-11 years; however, while the gap between tooth 
mortality of 12-14 year-old children had narrowed considerably, tooth-loss 
was still significantly greater among Brantford children in this age group. 











TABLE III. Mean TootH Morratity (MISSING AND IRREPARABLE) 
PERMANENT TEETH PER 100 CHILDREN 

Age 

Group Year Sarnia Brantford Stratford 

6-8 1948 7.03 1.62 0.99 
1955 4.20 1.38 3.51 

9-11 1948 51.31 28.91 5.09 
1955 41.54 8.24 8.66 

12-14 1948 137.24 84.32 18.87 
1955 105.77 41.49 25.81 





Mean DMF Permanent Teeth 


The dental caries experience of children in Sarnia, Brantford and Stratford 
in 1948 and in 1955 is shown in Table IV, and Fig. 1. The data are expressed 
in terms of the mean numbers of decayed, missing and filled permanent teeth 
per child. 

Between 1948 and 1955, a marked and statistically significant reduction 
occurred in the prevalence of dental caries among Brantford children, at all 
ages under study. In Sarnia (the non-fluoride control city), however, the 
prevalence of dental caries in 1955 was slightly higher but on the same order 
as was found in 1948. Stratford children also exhibited a slightly higher 
prevalence of dental caries in 1955, over the 1948 levels. 

The Brantford-Sarnia differences in caries prevalence in 1948 were some- 
what in favour of Brantford children, but were, in the main, non-significant. 
By 1955 the differences had increased significantly in favour of the Brantford 
children at all ages studied. Between children aged 6-8 years in Brantford 
and Stratford, no significant differences in DMF rates were observed in 1955. 
In the case of children aged 9-11 years, and 12-14 years, the Brantford-Strat- 
ford differences in caries prevalence remained in favour of the Stratford 
children, as was the case in 1948. However, although these differences con- 
tinued to be significant, they were considerably smaller than in 1948. 

None of the Brantford children aged 12-14 years, and only relatively few 
aged 9-11 years, have undergone complete enamel formation and calcification 
subsequent to the introduction of fluoride to Brantford’s water supply. Un- 
doubtedly a large measure of the protective effect of fluoridated water in these 
children has been topical, up to the present. At the same time, as more and 
more Brantford children, born since 1945, enter the 9-11 year group, the 
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TABLE IV. Mean DMF (DeEcaAyYED, MISSING, FILLED) PERMANENT 
TEETH PER CHILD 
Age 


Group Year Sarnia Brantford Stratford 
6-8 1948 1.60 1.41 0.41 
1955 1.88 0.69 0.67 
9-11 1948 4.21 4.07 1.13 
1955 4.44 2.28 1.89 
12-14 1948 7.94 7.68 2.55 
1955 8.42 4.84 3.77 


caries prevalence findings tend to decrease progressively towards levels ob- 
served among Stratford children of comparable age. 


First Permanent Molars 


The most caries-susceptible tooth of the permanent dentition is the first 
permanent molar; virtually all of the permanent tooth decay experienced by 
children aged 6-8 years, about three-quarters in the case of 9-11 year old 
children and from 50%-60% of that experienced by children aged 12-14 years, 
occurs in the first molar teeth. For this reason, the dental caries experience of 
these teeth is presented separately for 1948 and 1955, in Tables V and VI. 

As might be expected, the findings parallel those concerning over-all dental 
caries experience in the permanent dentition. Between 1948 and 1955, among 
Brantford children, there was a marked reduction in the occurrence of caries 
in first permanent molar teeth, and a corresponding increase in the percentages 
of children having caries-free first permanent molars, at all ages studied. In 
the case of children in Sarnia and Stratford, however, the caries experience 
of first permanent molars in 1955 continued at, or above, the levels observed 
in 1948. 

In 1948 the prevalence in DMF first permanent molar teeth was of the same 
order in both Brantford and Sarnia children; between Brantford and Stratford 
children there were observed statistically significant differences, in favour of 
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FIGURE 2 


CHILOREN WITH CARIES-FREE PERMANENT TEETH 
SARNIA,BRANTFORD & STRATFORD, 1948-1955 
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Stratford children. In 1955, however, as has been the case since 1951, Brant- 
ford children were found to have significantly fewer DMF first permanent 
molars, at all ages studied, than Sarnia children. Between children aged 6-8 
years in Brantford and Stratford, in 1955, no significant differences were 
observed in this respect. In the case of the two age groups of older children, 
there continued to be differences, in favour of Stratford children, despite a 
marked reduction in carious first permanent molars observed among Brantford 
children. It may be safely predicted that this difference will persist until 
children born in Brantford since fluoridation began, in 1945, constitute a full 
complement of the children in these two age groups. 


Upper Permanent Incisors 

The caries inhibiting effect of fluoridated water became apparent to a 
measurable degree in the upper permanent incisor teeth in Brantford much 
earlier than in any of the other teeth, either permanent or deciduous. As early 
as January 1948, i.e., about two and one-half years after fluoridation began 
there were significantly fewer carious upper incisors in the Brantford 9-11 
year group than in the corresponding group in Sarnia. A small, non-significant 
lower prevalence was also shown by the 12-14 year group in that year. In all 
succeeding surveys, including that of 1955 a highly significant difference in 


TABLE V. PERCENTAGE OF CHILDREN HAVING CARIES-FREE FIRST 
PERMANENT MOLARS 


Age 
Group Year Sarnia Brantford Stratford 
6-8 1948 41.26 46.85 78.42 
1955 32.57 67.13 68.39 
9-11 1948 6.65 6.22 52.31 
1955 3.49 26.25 33.61 
12-14 1948 1.03 2.02 33.69 


1955 2.06 8.80 23.27 
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TABLE VI. Mean DMF (DeEcayep, MISSING, FILLED) First 
PERMANENT MOLARS PER CHILD 


Age 

inom Year Sarnia Brantford Stratford 

6-8 1948 1.55 1.39 0.41 
1955 1.82 0.67 0.67 

9-11 1948 3.15 3.26 1.07 
1955 3.35 2.04 1.70 

12-14 1948 3.62 3.65 1.76 
1955 3.69 3.04 2.21 


favour of Brantford over Sarnia, was shown in both the 9-11 and 12-14 year 
age-groups. The increased caries resistance of the 12-14 year group from the 
1948 to the 1955 survey can be accounted for almost entirely by the effect 
of the fluoride upon calcified enamel, either before or after eruption, or both, 
as at the time of the 1955 survey the greater part of the upper incisor enamel 
of this age group had been presumably calcified before fluoridation was begun 
in Brantford. These findings appear to confirm beyond any reason for doubt 
that water fluoridated to the extent of one part per million will inhibit signifi- 
cantly the caries attack rate in enamel already formed before fluoridation 
began. Presumably this is a topical effect. (See Table VII, and Table VIII.) 

A marked increase in caries in the upper incisors is shown by the data for 
both the older age groups in Stratford, and more particularly for the 12-14 
year group. The caries lesions occurring in the incisor teeth of the Stratford 
children are for the most part of a pin-point size even in the 12-14 year group. 
They are, on the average larger in the Brantford children and much larger in 
the Sarnia children. While it is probable that an upward fluctuation in the 
caries attack rate in terms of these small cavities may have occurred in Strat- 
ford by 1955, the possibility cannot be discounted that it may have been 
coupled with an increased intensity of examination, resulting in the scoring 
of a larger number of pin-point lesions. (The so-called ‘precarious’ classifica- 
tion of such lesions used in certain other studies was not adopted for these 
surveys. ) 


Deciduous Teeth 

It is not possible to measure precisely the dental caries experience of de- 
ciduous teeth, because of the impossibility of determining at the time of 
examination, whether a missing deciduous tooth was lost as a direct result 
of caries attack or because of natural exfoliation. Nevertheless, by measuring 
the observable caries experience in terms of decayed and filled deciduous 
teeth, a fairly reliable index of the deciduous tooth caries experience may be 
obtained. The findings concerning deciduous tooth caries experience of chil- 
dren aged 6-11 years in Sarnia, Brantford and Stratford for the years 1948 
and 1955 are presented in Table IX, and Table X. 

In 1948 no significant differences were found in the prevalence of deciduous 
tooth caries among children in Brantford and Sarnia. Stratford children, how- 
ever, were found to have significantly fewer decayed and filled (df) deciduous 
teeth, at all ages, 6-11 years, than Brantford children. By 1955 Brantford 
children in both the age groups, 6-8 and 9-11 years, were found to have 
significantly fewer df deciduous teeth than Sarnia children; in comparison 
with Stratford children, no significant differences were found in children 
aged 6-8 years in Brantford. In the 9-11 year group, however, Brantford 
children continued to have significantly higher deciduous caries experience. 
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TABLE VII. PERCENTAGE OF CHILDREN HAVING CARIES-FREE 
PERMANENT UPPER INCISORS 








Age 
Group Year Sarnia Brantford Stratford 
9-11 1948 76.53 82.86 97 .07 
1955 70.68 91.57 95.05 
12-14 1948 53.91 56.16 95.69 
1955 44.54 78.20 79.72 


TABLE VIII. Mean DMF (Decayep, MISSING, FILLED) PERMANENT 
Upper INciIsoRS PER CHILD 








Age 
Group Year Sarnia Brantford Stratford 
9-11 1948 0.56 0.34 0.01 
1955 0.65 0.13 0.07 
12-14 1948 1.16 1.05 0.07 
1955 1.28 0.41 0.36 


The prevalence of deciduous tooth caries in both Sarnia and Stratford 
children, in 1955, remained relatively unchanged from 1948 levels. Brantford 
children in 1955, on the other hand were observed to have significantly fewer 
df deciduous teeth than had children of comparable age in that city, in 1948. 
Also, there was a significant increase in the percentage of Brantford children 
aged 6-8 years who were caries-free (deciduous dentition) in 1955, over the 
1948 findings, in this regard. 


Other Effects of Fluoridation—Mottling 


All detectable enamel opacities and discolorations were recorded and 
classified as to degree of severity. Enamel opacities other than mottling are 
of fairly frequent occurrence in all communities whether or not fluoride is 
present in the water. It is very difficult if not impossible to distinguish 
clinically between certain of these opacities which occur in the absence of 
fluoride in the water and those which occur in the presence of water-borne 
fluoride, and are almost certainly fluorosis (5). 

A small percentage of the native children of Stratford have mild mottling 
of the enamel, which in no case is unsightly, and is detectable only by an 
experienced examiner. The Stratford water supply contains a concentration 
of fluoride which is 60% higher than that used in Brantford and elsewhere 
for the prevention of tooth decay. A few cases of mild mottling, barely detec- 
table even on close examination were seen in Brantford. Enamel opacities 
resembling some of those seen in Brantford and Stratford were also observed 
in a small number of children in Sarnia. The observations made in both Brant- 
ford and Stratford provide ample proof that no significant mottling occurs with 
fluoride levels up to 1.6 parts per million. 


Medical Effects of Water Fluoridation 


After ten years of experience with fluoridation in Brantford the Brant County 
Department of Health reports that no ill-effects have been detected there. 
As a further check on the observations of his Department the Medical 


TABLE IX. PERCENTAGE OF CHILDREN Havinc CariES-FrREE Decipvous TEETH 





Age r 
Group Year Sarnia Brantford Stratford 
6-8 1948 10.16 12.28 35.65 
1955 8.58 23.82 30.87 
9-11 1948 33.63 34.96 40.97 


1955 36.13 37.93 42.27 
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TABLE X. MEAN DF (DECAYED, FILLED) Decipvuous TEETH PER CHILD 








Age 
Group Year Sarnia Brantford Stratford 
6-8 1948 4.89 4.95 2.20 
1955 5.09 2.93 2.60 
9-11 1948 2.50 2.37 1.66 
1955 2.31 1.99 1.65 


Officer of Health, Dr. W. L. Hutton, asked the practising physicians of Brant- 
ford whether they had observed any untoward effects which might be at- 
tributable to fluoride. The following reply was received: 

“At a recent meeting of the Medical Staff of the Brantford General Hospital, 
the members were asked if they had seen any untoward effects from the use 
of fluoridated water in this vicinity, with the result that no such observations 
had been made by any practitioner to the best of our knowledge.” 

Just prior to the publication of this report all of the physicians of Stratford 
were asked individually whether or not any of them had observed any ill- 
effects from the fluoride content of the water supply there (1.6 ppm.), which 
has been in continuous use for thirty-eight years. All replied that they had not 
observed any ill-effects. 

The reduction in the amount of tooth substances destroyed by decay, as a 
result of fluoridation, is even more impressive on clinical examination than 
the decrease in the number of teeth attacked. There is, unfortunately, no 
method of measuring accurately the volume of tooth structure damaged by 
the decay process. If this were possible there appears to be little doubt that 
fluoridation would be found to prevent and inhibit tooth decay to the extent of 
somewhere in the range of 75% to 80%. If coupled with the practice of brushing 
the teeth or rinsing the mouth just after eating, and avoiding sticky sweet 
snacks between meals and before going to bed, it is probable that tooth decay 
and gum disease could be almost entirely prevented. 

As matters now stand, either tooth decay or gum disease (pyorrhea), or 
both, attack nearly every Canadian at some time during his life. Over 98% of 
school-age children brought up in communities where there is no fluoride in 
the water experience tooth decay, which if not treated leads inevitably to 
abscesses of the jaws, and loss of one or more teeth. From the age of 30 years 
upwards the almost entirely preventable diseases of the gums attack most 
Canadians, and from that point on are responsible for as much infection of the 
mouth as tooth decay. An important factor contributing to gum disease is the 
early loss or mutilation of the dentition by decay. The care of oral diseases 
and disabilities has become a very costly item in the health budget of the 
average Canadian (5). Canada employs one dentist to every three physicians, 
and needs one dentist to every two physicians, as in the United States, in 
order to meet present treatment demands. This situation has arisen not only 
through the increasing incidence of decay and periodontal disease, but also 
through the lack of preventive measures suitable for mass use. Fluoridation 
comes as a much needed and important partial answer. It brings the prevalence 
of tooth decay down to a point where it can be economically controlled by 
treatment, and practically eliminated among those who practice good eating 
habits and good oral hygiene. 
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SUMMARY 

Brantford has had more than 10 years of experience with 1 part per million 
of fluoride in its water supply. During that time a very important, statistically 
significant reduction in tooth decay has occurred in all the age groups studied, 
while in the two control cities of Sarnia and Stratford it has either remained 
at about the same level or increased somewhat. 

The children born in Brantford since fluoridation began now exhibit the 
same degree of resistance to dental caries as those of the corresponding age 
group in Stratford, where water containing about 60% more fluoride than the 
Brantford water, has been consumed during the past thirty-eight years. 

No ill-effects of either a medical or a dental nature have been revealed by 
our study, or reported by the medical profession, by the dental profession, or 
by the health authorities in either Brantford or Stratford. These findings and 
corroborating evidence from other contemporary studies (6, 7, 8) have pro- 
vided the basis for recent official recommendations by the Canadian Dental 
Association (9), the Canadian Medical Association (10), and the Canadian 
Public Health Association (11) that the fluoride concentration of all fluoride- 
deficient water supplies be raised to 1 part per million by the mechanical 
addition of fluoride. 

A fact of fundamental importance in public health has been established. 
Raising the fluoride content of a fluoride-deficient water supply to about 1 
part per million will lower the attack rate of tooth decay among children born 
subsequent to fluoridation, to about one third of that which prevails among 
those born and continuing to reside in communities which have no fluoride in 


their water supply, such as Sarnia. For every three decayed teeth they would 
have had, they have only one. 
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Closer Cooperation Between Hospitals and 
Community Health Services 


JEANIE S. CLARK, R.N., B.Sc., M.P.H. 
University of Alberta Hospital 
Edmonton, Alberta 


ine inclusion of this topic on the program of a public health convention is 

encouraging. The very fact that you have extended an invitation to a 
hospital person to speak on the subject is indicative of a desire on your part 
for closer liaison between the workers in these two fields. 

There has been a changing emphasis on the purposes of nursing which not 
too long ago were arranged in sequence as follows: To alleviate suffering, to 
prevent disease and to promote health. We are now stressing the promotion of 
health to our students in nursing, so that a typical definition of their purpose is 
stated, “To help the individual attain or maintain health.” (1). 

This changing concept is reaching into the total health picture. “In the 
practise of all aspects of medicine and nursing there is a growing recognition 
of the indivisibility of the preventive and curative; hence the philosophy which 
looks upon service within and without the hospital as phases of public health 
practice in its broadest sense. Furthermore, the line of demarcation between 
services within the hospital and the community at large is fading as each 
projects itself more and more into the accustomed domain of the other.” (2). 

Perhaps this presents an idealistic concept, but it is one which we should be 
working towards. In a belief that a better understanding exists between two 
groups when each is conversant with the points of similarity and of difference 
which exist between the two, I have outlined several topics which pertain to 
both groups and I have added certain suggestions which could assist in bring- 
ing us closer together. 


1. The Unit of Care 


The patient is the unit of care in the hospital. The hospital staff, however, 
does not know the home environment from which he comes and frequently 
they do not know the other family members. Patients all tend to take on the 
same appearance in hospital beds, dressed in hospital attire. All too often the 
hospital staff is unaware of community health and welfare resources which 
might provide assistance to the patient following discharge. For these reasons 
therefore, the hospital staff does not do as effective a health teaching program 
as it might. 

The family is the unit of care in the public health field. Often the public 
health agency has the opportunity to interpret and prepare the patient and his 
family for hospital care, but does not grasp the opportunity. In many cases the 

Presented as part of the symposium, “Around the Clock with Public Health” at the forty- 


third annual meeting of the Canadian Public Health Association, held in the Macdonald 
Hotel, Edmonton, September 6-8, 1955. 
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public health agency does not know what happened to the patient while he was 
in hospital. On the other hand, cooperative arrangements between certain 
hospitals and public health agencies for the follow-up of particular groups of 
patients, such as obstetrical patients, have been worked out. 


Suggestions 

There is need for a better integration of the health and social aspects into 
the curricula of nursing and medical students. 

Theory alone is not sufficient. Nursing and medical students require super- 
vised experience in community agencies. Broader use could be made of the 
teaching opportunities in out-patient departments and home visiting programs. 
An ideal arrangement would be the location of a decentralized office of the 
health department in a teaching hospital so that public health experience would 
be a part of the rotation of each house officer and student nurse. 

A referral system is required between hospitals and public health agencies 
to make each conversant with the patient’s care while under the attention of 
the other, particularly if follow-up is indicated. This implies a better under- 
standing of public health work by practising physicians which could be pro- 
duced by a public health internship, as suggested above. 


2. Expanding Facilities 

There has been a rapid expansion in hospital facilities, stimulated since 1948 
by the assistance available under the Hospital Construction Grant. At the 
same time, there has been a rapid growth in the sizes of Schools of Nursing. 
Since this growth in physical facilities has not been matched by a cor- 
responding increase in the numbers of prepared staff, it has meant that one of 
two conditions has prevailed: namely, expanded facilities have been opened 
up with a shortage of staff or non-professional workers have been introduced 
onto the hospital team. 

It is gratifying to note the expansion which has taken place in public health, 
both in official and in voluntary agencies. But this development has more or 
less kept pace with the number of trained personnel who have been available. 
It is very much easier to administer or develop a program which uses prepared 
personnel—very few public health agencies use non-professional nursing staff. 


Suggestions 


It would appear that the use of auxiliary personnel in hospitals is here to 
stay. Therefore, professional staffs should be supporting recognized training 
programs for this group of workers (such as the Schoo! for Nursing Aides) and 
urging the extension of these programs to cover other groups, such as orderlies. 
By the same token, the use of the team approach should be developed. 

Every effort should be made to reduce the turnover of staff to a minimum. 
Rapid staff turnover means that more supervisory staff is needed. Nurses in 
hospitals meet somewhat the same reaction to supervision as our fellow nurses 
encounter in public health. There is the feeling that those of us in Administra- 
tion don’t “nurse” and that we are superfluous. Constant orientation is neces- 
sary. Supervisory staff could be using their time much more constructively if 


they had the opportunity. 
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3. Educational Program 


The undergraduate nursing program presents a constant struggle between 
the requirements of nursing service and of nursing education. There is a 
continuous demand for nursing service, particularly if we are short of per- 
sonnel in other categories. On the other hand, we are told that we “over- 
educate” our students, despite the fact that we are constantly amending our 
curriculum to meet changing needs and so that our students will be mature 
professionally as well as socially. 

We appreciate that students take up time in busy agencies, but it must be 
remembered that relatively few hospitals in our country are attempting to 
provide the nurses required in all the others, along with those needed by 
public health, industry, airlines, etc. Hospitals might well say that they could 
care for their patients more readily if they were not occupied at the same time 
in operating schools of nursing. Until some other acceptable way to educate 
nurses is presented, however, we must each be prepared to do our part. 

In-service education programs are needed in hospitals to keep the staff up 
to date in new developments. There is a great danger of hospital staffs be- 
coming narrow in their viewpoints. They should be encouraged to consider 
shop-talk taboo at coffee breaks and meals. By the same token, pleasant dining 
and rest room facilities should be provided. 

In-service education is more easily planned in the public health agencies 
where staffs tend to stabilize during the school year. There is also the advan- 
tage of working with staff members who have had graduate preparation for 
their various positions. Because of the community contacts, public health 
staffs tend to have broader horizons and better concepts of the social implica- 
tions of illness. 

At the senior level of preparation, similar opportunities are afforded for 
nurses and hospital administrators, and for nurses and medical health officers, 
to pursue studies in the same classes at Schools of Public Health. This pro- 


vides for an exchange of thinking and a knitting together of objectives, which 
is excellent. 


Suggestions 

Students are a stimulating group in any agency. Better opportunities are 
being afforded for student education in hospitals. Perhaps the experience which 
hospitals require for their students in the field could be worked out co- 
operatively so as to minimize the strain on the field agencies. 

Staff education should be an objective in both the hospital and field agencies. 
Although this means keeping up with frequent changes of staff, and, in 
hospitals, with the rotation on shifts, these difficulties should not be considered 
as insurmountable obstacles. The results, if better informed and better pre- 
pared staffs are produced, merit the effort. 


4. Working Conditions 


Because of the fact that we do need to give patients care around the clock, 
for seven days a week, it is necessary to distribute personnel over the three 
shifts and to have personnel on duty Saturdays, Sundays, and statutory holi- 
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days. This certainly means that it is more difficult for personnel to maintain 
their outside interests and social activities. 

In public health, work hours are regular, weekends are free, and statutory 
holidays are observed. 

In the hospital situation, harmonious interdepartmental relationships are 
vital for the efficient operation of the whole unit. The relationships are closer 
and cooperation frequently needs to be immediate between nursing, dietary, 
pharmacy, x-ray, laboratory, and other departments, if the welfare of the 
patient is to be kept uppermost. 

In the public health field, cooperation between official and voluntary 
agencies, health and welfare agencies, is vital for the family’s welfare, but the 
outcome is not likely to be so disastrous if the relationship is not effective. 

Hours of work in the hospital field have slowly followed the trend for the 
shorter work week which prevails in industry. The forty-four-hour week is in 
effect now in most hospitals, and no doubt the forty-hour week will follow 
when boards feel satisfied that this can be instituted without depreciating the 
quality of service to the patient. Hospitals, on the whole, have been slow to 
make provision for special preparation and past experience in their salary 
scales, or to make provision for sufficient increments. This may have been 
accounted for in the past by the scarcity of staff and the rapid turnover. No 
one stayed long enough to be concerned about the increment span. 

Hours of employment in public health have tended to follow the current 
practice in business or industry in the same locale. Recognition for special 
preparation and past experience has been given in most salary schedules. 


Suggestions 


A definite pattern of rotation on shifts for graduates should be followed in 
hospitals. This enables the employee to make plans ahead and maintain her 
normal outside interests. Employees should also be given the opportunity to 
make requests for specific off-duty. 

The cooperation that is necessary between departments within the hospital, 
and between agencies in public health, must be extended to exist between the 
hospitals and public health agencies if the best interests of the patient are to be 
served by all members of the health team. 

With the goal of satisfied workers in both fields, working conditions in both 
fields should parallel. Salary schedules should recognize previous experience 
and graduate preparation, and opportunity and encouragement should be given 
to undertake graduate work. 

5. New Developments 


There is a tendency for those who have been out of the hospital field for some 
time to be timid about returning, as so many changes have been made. It is 
true that we have had to keep abreast with medical developments and this has 
seen, for instance, the use of radioactive isotopes and the care of tracheotomies 
replace the use of leeches and the making of linseed poultices. 

In the public health field our approach to the problem of poliomyelitis has 
changed with the introduction of the Salk vaccine, and problems involving 
civil defence planning find public health workers very much a part. 














164 CANADIAN JOURNAL OF PUBLIC HEALTH Vol. 47 


Both fields are facing adjustments in emphasis with the increasing ratio of 
our population in the older age group, with the increasing interest of volunteer 
workers who wish to participate in health activities, and with the increasingly 
important part that staff, patients, and visitors play in our public relations 
programs. 


Suggestions 

We must constantly keep in mind that what we should be teaching are under- 
lying principles. If these are well understood, adaptation can more easily be 
made to changing situations. 

Any good administration will have its policies and procedures clearly 
defined in writing for the orientation of new staff and for the assistance of all 
staff. These manuals should be regularly reviewed and kept up to date. 

Any member of the health team must be alert to changing trends and must 
not resist change where it is in the patient's interests. 


In conclusion I would like to say that the end result in my thinking in 
having worked through the hospital and the public health aspects of these five 
headings, is the conviction that there are advantages to offset the disadvantages 
in each field. I recall nostalgically the advice given to me by a public health 
administrator under whom I worked, that it often paid to be patient, and 
problems often resolved themselves if you allowed twenty-four hours before 
deciding on a line of action. That philosophy frequently would not hold in 
hospital administration where minutes count and immediate decisions must 
be made. I recall the lovely spring and autumn drives in rural health work 
and frequently find the four walls of an institution confining; but a public 
health nurse to whom I made this observation assured me in a minute that I 
was very fortunate. That very day she'd had to grapple with dreadful roads 
and had walked two miles for assistance to get her car out of a hole. 

It has been a pleasure to greet so many public health associates at this con- 
vention. What has really surprised me has been the greeting of many, 
“Welcome back,” for I strongly feel that even though I have been in hospital 
work the past four years, I have never “been away.” I cannot view with alarm 
the trend of public health personnel back to key positions in the hospital ad- 
ministration and hospital teaching fields. Hospital staffs feel that public health 
staffs should understand their problems since they have been through the 
hospital situation as part of their preparation. We who return to the hospital 
field from the public health field, are in a much better position to interpret and 
add the public health point of view to the various hospital problems that arise. 
As our objective we should all be working together to make true the statement; 
“The hospital is moving out into the larger community: the community is 
moving into the hospital.” (3) 


REFERENCES 
1. McClain, M. E.: Scientific Principles in Nursing, Mosby, St. Louis, 1953, p. 18. 
2. Emory, F. H. M.: Public Health Nursing in Canada, revised ed. MacMillan, Toronto, 
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CENTENNIAL CELEBRATION OF THE FOUNDING OF 
THE SOCIETY OF MEDICAL OFFICERS OF HEALTH 
OF GREAT BRITAIN 


N May, the Society of Medical Officers of Health of Great Britain will 

celebrate the one hundredth anniversary of the founding of the Society. 
This event is of very great interest to public health workers throughout the 
world. England and Wales were the first in which the central authority ac- 
cepted responsibility for public health, establishing in 1848 the General Board 
of Health. The pioneer work of Edwin Chadwick in revealing the extent of 
illness and proclaiming his sanitary idea had resulted in the establishing of 
the Board by Parliament in the face of great opposition. 

In 1847, Dr. William Henry Duncan was appointed medical officer of 
health in Liverpool and in the following year, Dr. John Simon was appointed 
in the city of London under the Metropolitan Interments Act. The Public 
Health Act of 1848 made provision in a limited way for local Boards of Health 
and by 1856, forty-seven medical officers of health had been appointed. The 
Society had its origin in the same year through the interest of a group of thirty 
metropolitan medical officers of health. The first president was Dr. John Simon. 
In 1888, the Society joined with the Northwestern, Northern, Yorkshire, 
Birmingham and Midland provincial associations (which had been organised 
in 1875). There are now twelve branches and eight sections comprising officers 
engaged in particular branches of work. A most interesting account of the 
history and work of the Society was presented by Sir Allen Daley, formerly 
Medical Officer of Health, County of London, in his presidential address to 
the Society in 1946. 

Throughout the years, the Society has published a Journal of great value 
“Public Health”, which is now in its sixty-ninth year of publication. The 
centennial celebrations will be held on May 15th-17th, under the presidency 
of Dr. Charles F. White, who has rendered distinguished service as Medical 
Officer of Health for the City of London for the past eighteen years. 

The Canadian Public Health Association is presenting on this memorable 
occasion a resolution of appreciation and congratulation to the Society of 
Medical Officers of Health of Great Britain. To Dr. White, as president and 
to the Fellows of the Society, the Canadian Public Health Association extends 
its warmest felicitations. 
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Industrial Health 


LOST-TIME MORBIDITY 
EXPERIENCE IN SOME 
INDUSTRIES IN ONTARIO 
DURING 1954 


Division of Industrial Hygiene 
Ontario Department of Health 


primer age companies in Ontario 
collected data on morbidity ab- 
sences among their employees during 
the calendar year 1954 using one or 
other of three absence recording sys- 
tems designed by the Divisions of 
Industrial Hygiene and Medical Sta- 
tistics, Ontario Department of Health. 

All three systems provided for the 
collection of data on absences of one 
full day or longer due to sickness or 
accident which commenced during 
the year 1954, and the calendar days 
lost by these absences up to March 
3lst, 1955. Each system furnished 
figures on absences and days lost by 
sex, with a further breakdown by 
class-division, i.e., mnon-occupational 


TABLE I. 





sickness, occupational sickness, non- 
occupational accident, occupational 
accident, and by broad duration group 
(under 8 days, 8 days and over). 

A broad summary of the experience 
of the fourteen companies is presented 
in Table I. Three morbidity indices 
are included for each sex, based on 
the average number of employees on 
staff. 

These data are presented for refer- 
ence, since so few figures of a similar 
kind are available. All of the mor- 
bidity indices are crude rates in the 
sense that they are not corrected for 
differences between the companies in 
respect of such factors as age and type 
of work, which are known to affect 
morbidity experience. Comparison of 
the indices for any two companies, or 
for any company with the group as 
a whole, should not be made without 
due consideration of this fact. With 
this important reservation, the figures 
should be of more than passing in- 
terest. 


EXPERIENCE OF FOURTEEN COMPANIES REPORTING Lost-TIME 


MorsBipity SUMMARY OF RATES, BY SEX—CALENDAR YEAR 1954 
































| Annual number | Annual number Average number 
| of absences per of days lost of days lost 
Reporting Company + | 100 persons per person per absence 
| Male | Female | Male | Female | Male Female 

1. Construction | 170 | 403 6.3 13.3 3.7 3.3 
2. Chemical Products | 45 91 7.3 6.2 16.2 6.8 
3. Electrical Apparatus 93 359 2.9 12.6 3.1 3.5 
4. Electrical Apparatus 46 100 3.7 10.4 8.0 10.4 
5. Miscellaneous Mfg. 57 239 3.8 12.6 6.7 5.3 
6. Paper Products 84 158 4.1 7.3 4.9 4.6 
7. Food & Beverage 63 177 3.8 7.8 6.0 4.4 
8. Rubber Products 67 181 5.0 12.9 7.5 7.1 
9. Electrical Apparatus 100 355 6.1 12.8 6.1 3.6 
10. Trade 117 _— 7.9 — 6.7 _ 
11. Finance & Insurance 118 336 4.7 11.4 4.0 3.4 
12. Iron & Steel Products 94 334 4.1 10.7 4.4 3.2 
13. Iron & Steel Products 70 185 5.5 5.4 7.9 2.9 
14. Food & Beverage 90 157 10.9 8.3 12.1 | 5.3 
AVERAGE 83 | 270 60 | 105 | 72 | 39 
45 91 2.9 5.4 3.1 2.9 

RANGE to to to to to to 
170 403 10.9 13.3 16.2 10.4 




















+Companies 1 to 6 used hand tabulation card system, companies 7 to 10 used 
marginal punch card system, companies 11 to 14 used dual-purpose punch card system. 
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Program 


FORTY-FOURTH ANNUAL MEETING 
OF THE 


Canadian Public Health Association 
IN CONJUNCTION WITH THE 


New Brunswick- Prince Edward Island Branch 


ADMIRAL BEATTY HOTEL, SAINT JOHN 
MAY 29, 30 AND 31, 1956 


MONDAY, MAY 28, 2.30 p.m. 


Registration, New Brunswick-Prince Edward Island Branch, Canadian Public Health 
Association. 


MONDAY, 3.00 p.m. 
Annual Meeting, New Brunswick-Prince Edward Island Branch. 


MONDAY, 8.00 p.m. 
Registration and Reception for all Delegates arranged by the New Brunswick—Prince Edward 
Island Branch, Canadian Public Health Association. 


TUESDAY, MAY 239, 8.30 a.m. 
Registration. 
TUESDAY, 9.15 a.m. 

FIRST GENERAL SESSION 
Georgian Ballroom 
Chairman: ALWYN J. CAMERON, President, New Brunswick—Prince Edward Island 

Branch, Canadian Public Health Association. 


Presidential Address: J. A. MELANSON, M.B., Ch.B.(Edin.), D.P.H., President, Canadian 
Public Health Association. 

The 1956 Census. 
HERBERT MARSHALL, B.A., Dominion Statistician, Ottawa. 

An Oral Health Program and its Place in the General Health Program. 
HUGH R. McLAREN, D.D.S., D.D.P.H., Assistant Chief, Dental Health Division, 
Department of National Health and Welfare, Ottawa. 


TUESDAY, 10.30 a.m. 
Visit to Exhibits. 


TUESDAY, 10.45 a.m.—12.15 p.m. 


SECTIONS OF DENTAL PUBLIC HEALTH AND NUTRITION 
(Combined Session) 
Salon E 
Chairman: W. GORDON DAWSON, D.D.S., D.D.P.H 
Pooling the Skills of the Nutritionist and the Dental Hygienist. 
W. G. DAWSON, D.D.S., D.D.P.H., Director, Division of Dental Services, Depart- 
ment of Public Health, Nova Scotia, MISS JOAN D. ROGERSON, R.D.H., Dental 
Hygienist, Department of Health and Welfare, Prince Edward Island and MISS 


BARBARA R. ROBERTSON, B.Sc. (H.Ec.), Nutritionist, Department of Public Health, 
Nova Scotia. 
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Nutrition Education in Rehabilitating Cardiac Homemakers. 
MISS DORIS NORMAN, B.Sc., M.Ed., Federal Nutritionist, Nutrition Division, Depart- 
ment of National Health and Welfare, Ottawa. 

The Relation of Nutrition to Dental Decay. 
R. S. LANGSTROTH, D.D.S., F.A.C.D., Director of Dental Health, Department of 
Health and Social Services, New Brunswick and MISS MONIQUE SAINT-HILAIRE, 
B.Sc., M.Sc., Nutritionist, Department of Health and Social Services, New Brunswick. 


TUESDAY, 10.45 a.m.-12.15 p.m. 


PUBLIC HEALTH NURSING SECTION 
Salon F 


Chairman: MISS ELECTA A. MacLENNAN, M.A., R.N., F.A.P.H.A., Director of School of 
Nursing, Dalhousie University, Halifax, Nova Scotia. 


Business Meeting—Public Health Nursing Section. 


TUESDAY, 10.45 a.m.-12.15 p.m. 


PUBLIC HEALTH ADMINISTRATION SECTION 
Salons B and C 
Chairman: R. D. LANDRY, M.D., D.P.H., District Medical Health Officer, Moncton, New 
Brunswick. 
Health Programs of the Future. 


G. J. WHERRETT, M.D., M.R.C.P., F.R.C.P(C), Executive Secretary, Canadian 
Tuberculosis Association, Ottawa. 


Multiple Admissions to Hospital. 


MILTON I. ROEMER, M.D., Director of Hospital Services, Department of Public 
Health, Saskatchewan. 


TUESDAY, 12.45 p.m. 


LUNCHEON 
To be tendered by the City of Saint John 


Chairman: HIS WORSHIP MAYOR G. B. PEAT, M.D. 
Address: CHARLES L. GASS, M.D., C.M. Tatamagouche, Nova Scotia. 


TUESDAY, 2.00 p.m. 


SECTIONS OF PUBLIC HEALTH NURSING AND 
PUBLIC HEALTH EDUCATION (Combined Session) 
Salon F 
Chairman: MISS ANNE GRANT, M.P.H., Health Education Consultant, Canadian Tuber- 
culosis Association, Ottawa. 
Public Health Nurses for Group Health Education. 
JULES GILBERT, B.A., M.D., D.P.H., Director of Health Education, Ministry of 
Health, Quebec. 
School Health Service and Education. 
MISS KATHERINE MacLAGGAN, R.N., B.N., Assistant to Director of Public Health 
Nursing, Department of Health and Social Services, New Brunswick. 
Public Health Education in Newfoundland. 


MISS DAPHNE PRATT, Public Health Educator, Department of Health, Newfound- 
land. 


TUESDAY, 2.00 p.m. 


SECTIONS OF PUBLIC HEALTH ADMINISTRATION AND 
EPIDEMIOLOGY 
Salons B and C 


Chairman: ARTHUR F. CHAISSON, M.A., M.D., D.P.H., Director of Communicable 
Disease Control, Department of Health and Social Services, New Brunswick. 
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Commentaries on the 1955 Salk Vaccine Campaign in the Province of Quebec. 
A. R. FOLEY, M.D., Dr.P.H., F.A.P.H.A., S.S.P.Q., Epidemiologist, Ministry of 
Health, Quebec. 


The District Medical Health Officer in New Brunswick. 
J. R. ALLANACH, M.D., D.P.H., District Medical Health Officer, Woodstock, New 
Brunswick. 


Evaluation of a Divisional Child Health Program. 
J. J. STANTON, B.A., M.D., C.N.., D.P.H., Medical Health Officer, Department of 
Public Health, Pictou, Nova Scotia. 


TUESDAY, 2.00 p.m. 


INDUSTRIAL HEALTH AND SANITATION SECTION 
Salon E 


Chairman: ROBERT D. DONNELLY, B.E., M.A.Sc., Director, Sanitary Engineering, 
Department of Health and Welfare, Prince Edward Island. 


Public Health in the Transportation Industry. 
} R. J. BROWN, B.Sc., M.D., Regional Medical Officer, Atlantic Division, Canadian 
National Railways, Moncton, New Brunswick. 


A Report on the Windsor—Detroit Atmospheric Pollution Investigation. 
(a) Environmental Aspects. MORRIS KATZ, M.Sc., Ph.D., Consultant, Atmospheric Pollu- 
tion, Department of National Health and Welfare, Ottawa. 


(b) Health Study—Organization and Methods. W. L. McEWEN, B.S.A., C.S.1.(C), Epidemi- 
ologist, Division of Epidemiology, Department of National Health and Welfare, 
Ottawa. 


(c) Health Study—Analysis and Results). GORDON H. JOSIE, M.Sc., M.P.H., Principal 
Research Officer, Biostatistic Section, Research and Statistics Division, Department of 
National Health and Welfare, Ottawa. 


TUESDAY, 3.30 p.m. 
Visit to the Exhibits. 


TUESDAY, 3.45 p.m. 


VITAL AND HEALTH STATISTICS SECTION 
Salons B and C 
Chairman: JOHN T. MARSHALL, Assistant Dominion Statistician, Ottawa. 


Statistical Research in Cancer. 
A. J. PHILLIPS, Ph.D., Statistician, National Cancer Institute of Canada, Toronto. 


Accidents Among Children. 
H. G. PAGE, M.A., M.P.H., Chief, Vital Statistics Section, Dominion Bureau of 
Statistics, Ottawa. 


TUESDAY, 8.00 p.m. 


CANADIAN PUBLIC HEALTH ASSOCIATION 


EXECUTIVE COUNCIL MEETING 
Salon B 


WEDNESDAY, MAY 30, 9.00 a.m. 
SECOND GENERAL SESSION 
Georgian Ballroom 
Chairman: J. H. SHAW, M.D., C.M., D.P.H., Director, Division of Laboratories, Depart- 


ment of Health and Welfare, Prince Edward Island. 


Alcoholism as a Public Health Problem. 
J. K. W. FERGUSON, M.A., M.D., Director of the Connaught Medical Research 
Laboratories, University of Toronto. 

Problems of Public Health in Disaster. 
IRA V. HISCOCK, M.A., Sc.D., M.P.H., President, American Public Health Association, 
New Haven, Connecticut, U.S.A. 
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WEDNESDAY, 10.45 a.m. 


Visit to Exhibits. 


WEDNESDAY, 11.00 a.m.-12.15 p.m. 
Georgian Ballroom 
Panel Discussion: POLLUTION OF NATURAL WATER RESOURCES 
Chairman: ALWYN J. CAMERON, B.Sc., Sanitary Engineer, Department of Health and 
Social Services, New Brunswick. 
Participants: 
A. E. BERRY, M.A.Sc., C.E., Ph.D., Director, Sanitary Engineering Division, Depart- 
ment of Health, Ontario. 
ORVILLE F. DENSTEDT, B.Sc., Ph.D., Associate Professor of Biochemistry, McGill 
University, Montreal, Quebec. 


R. W. MacDONALD, Chief Engineer, Water Improvement Commission, State of 
Maine, U.S.A. 


WEDNESDAY, 2.00 p.m. 
PUBLIC HEALTH NURSING SECTION 
Salons B and C 

Chairman: MISS LOIS O. SMITH, R.N., Field Supervisor, Public Health Nursing Service, 

Department of Health and Social Services, New Brunswick. 
Crippling Conditions of Children, Treatment and Rehabilitation. 
Participants: 

DR. A. F. TORRIE, Orthopedic Surgeon, Polio Clinic, Fredericton, New Brunswick. 


MISS VIOLET BURCHELL, Supervisor, Polic Clinic, Fredericton, New Brunswick. 
MISS MARGARET MacMILLAN, Staff Nurse, Ontario Society of Crippled Children. 


WEDNESDAY, 2.00 p.m. 


SECTIONS OF VITAL STATISTICS AND PUBLIC HEALTH 
ADMINISTRATION (Combined Session) 
Salon F 
Chairman: J. T. MARSHALL, Chairman, Vital and Health Statistics Section, Canadian 
Public Health Association. 
The Problem of the Aged in Canada. 
DONALD H. GARDNER, M.A., Research Statistics Division, Department of National 


Health and Welfare, Ottawa and R. R. PROSSER, M.H., M.B., Ch.B., Director of 
Mental Health Services, Department of Health and Social Services, New Brunswick. 


WEDNESDAY, 2.00 p.m. 
SANITATION SECTION 
Salon E 


Chairman: DONALD MacKAY, B.Sc., M.E.LC., Director, Division of Environmental 
Hygiene, Department of Public Health, Nova Scotia. 

The Sanitary Inspector and Food Poisoning. 
ALDORE LeBLANC, C.S.I.(C), Sanitation Inspector, Board of Health, Moncton, New 
Brunswick. 

Prevention and Detection of Health Hazards and Frauds. 
H. T. C. HUTTON, Inspector in Charge, Food and Drug Directorate for New Bruns- 
wick, Department of National Health and Welfare, Saint John, New Brunswick. 

Using Pictorial Material to encourage Community Action. 


JAMES A. MELICK, B.A., District Representative, National Film Board, Saint John, 
New Brunswick. 


WEDNESDAY, 3.30 p.m. 
Visit to Exhibits. 
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WEDNESDAY, 3.45 p.m. 
THIRD GENERAL SESSION 
Salons B and C 

Chairman: A. D. GROULX, M.D., M.P.H., Director, Department of Health, City of 
Montreal, Quebec. 

“Orphan” Viruses. 
C. E. VAN ROOYEN, M.D., D.Sc., M.R.C.P.(Lond.), Professor of Bacteriology, 
Dalhousie University, Halifax, Nova Scotia. 

Basic Principles for Diagnostic Service Plans. 


O. C. MacINTOSH, B.Sc., M.D., C.M., Director of Laboratory and Radiological 
Services, Department of Public Health, Nova Scotia. 


WEDNESDAY, 7.00 p.m. 
PRESIDENTS RECEPTION 


WEDNESDAY, 7.30 p.m. 
DINNER 
Georgian Ballroom 
To be tendered by the Province of New Brunswick 
Chairman: HONORABLE J. F. McINERNEY, M.D., Minister of Health and Social Services, 
Province of New Brunswick. 
Address: D. L. MacLAREN, P.C., Lieutenant Governor of the Province of New Brunswick. 


THURSDAY, MAY 31, 9.00 a.m. 
FOURTH GENERAL SESSION 
Georgian Ballroom 
Panel Discussion: BASIC ELEMENTS OF A REHABILITATION PROGRAM 
Chairman: G. WILFRED CRANDLEMIRE, B.A., B.Ed., Provincial Coordinator of Re- 
habilitation, Department of Health and Social Services, New Brunswick. 
Participants: 
IAN CAMPBELL, National Coordinator of Civilian Rehabilitation, Department of 
Labor, Ottawa. 
MISS CHRISTINE MacARTHUR, R.N., B.S., Educational Director, Victorian Order 
of Nurses for Canada, Ottawa. 
FRANK G. WELLARD, Provincial Rehabilitation Coordinator, Department of Public 
Health, Nova Scotia. 
MISS SARAH A. WALLACE, R.N., Consultant, Industrial Nursing, Division of 
Industrial Hygiene, Department of Health, Ontario. 


THURSDAY, 10.45 a.m. 
Visit to Exhibits. 
THURSDAY, 11.00 a.m.-12.30 p.m. 
FOURTH GENERAL SESSION (continued) 
Georgian Ballroom 
Panel Discussion: PERINATAL MORTALITY 
Chairman: JAMES R. MAYERS, M.D., (Hygiene), M.B., B.S., London, Director of Maternal 
and Child Health, Department of Health and Social Services, New Brunswick. 
Participants: 
JEAN F. WEBB, M.D., D.P.H., Department of National Health and Welfare, Ottawa. 
MISS BERNICE ROWLAND, R.N., Nurse in Charge, Child and Maternal Health 
Division, Department of Public Health, Prince Edward Island. 
H. G. PAGE, M.A., M.P.H., Chief, Vital Statistics Section, Dominion Bureau of 
Statistics, Ottawa. 
ELDON L. EAGLES, M.D., C.M., D.P.H., Director of Maternal Hygiene, Department 
of Public Health, Nova Scotia. 
THURSDAY, 12.30 p.m. 
CANADIAN PUBLIC HEALTH ASSOCIATION 


Business Session and Reports of the Committees on Resolutions and Nominations. 
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THURSDAY, 2.30 p.m. 
JOINT MEETING OF THE THIRD CANADIAN MEDICAL CARE 
CONFERENCE AND THE CANADIAN PUBLIC HEALTH 
ASSOCIATION 


THURSDAY, MAY 31, 2.30 p.m. 
MEDICAL CARE SECTION 
(In co-operation with the Vital and Health Statistics Section) 
Chairman: DR. C. B. STEWART, Dean of Medicine, Dalhousie University, Halifax. 
Some Patterns of Medical Care from the Canadian Sickness Survey. 


R. KOHN, Ph.D., Chief Public Health Statistics Section, Health and Welfare Division, 
Dominion Bureau of Statistics, Ottawa. 


THURSDAY, 3.15 p.m. 
PROPOSED FEDERAL-PROVINCIAL HOSPITAL AND DIAGNOSTIC 


SERVICES PROGRAM 
Participants: 
MR. J. SPARKS, Research and Statistics Division, Department of National Health and 
Welfare, Ottawa, DR. M. I. ROEMER, Director. Medical and Hospital Services, 
Regina, Saskatchewan, DR. J. S. ROBERTSON, Deputy Minister, Department of 
Public Health, Halifax, N.S. 


THURSDAY, 4.30 p.m. 
Business Meeting—Medical Care Section, Canadian Public Health Association. 


FRIDAY, JUNE I, 9.15 a.m. 
CANADIAN MEDICAL CARE CONFERENCE 


Chairman: DR. J. A. MacMILLAN, Executive Medical Director, Maritime Hospital 
Service Association. 

The Place of Medical Co-operatives in a Complete Health Plan. 
MR. ALEX LAIDLAW, Associate Director, Extension Department, St. Francis Xavier 
University, Antigonish, Nova Scotia. 


10.00 a.m.—A Board Chairman Examines Principles of Responsible Trusteeship of a Typical 
Blue Cross—Blue Shield Plan. 
DR. J. A. MacDOUGALL, Board Chairman, Maritime Hospital Service Association, 
St. John, New Brunswick. 
His Plan Administrator Examines Principles of Responsible Management. 
MISS RUTH C. WILSON, Executive Director, Maritime Hospital Service Association, 
Moncton, New Brunswick. 


11.00 a.m.—Prepaid Medical and Hospital Care by the Check-Off System in Cape Breton. 
DR. H. J. DEVEREUX, Chairman, Medical Economics Committee, Medical Society 
of Nova Scotia, Sydney, Nova Scotia. 

11.45 a.m.—Recent Developments in Group Health Insurance. 

MR. CARMAN NAYLOR, Associate Group Actuary, London Life Insurance Company, 
London, Ontario. 
FRIDAY, 2.30 p.m. 

Chairman: DR. G. H. HATCHER, D.P.H., Project Director, Community Research Associates, 
Hagerstown, Maryland, U.S.A. 

2.30 p.m.—Merits and Demerits of a Plan for Prepayment of Medical Care Under a 

Physician Sponsored Agency. 

DR. J. F. L. WOODBURY, Chairman, Committee Studying relationship between 
Maritime Medical Care and the Medical Society of Nova Scotia, Halifax, Nova Scotia. 


3.15 p.m.—Medical Services in the Nova Scotia Department of Welfare. 
MR. F. R. MacKINNON, Director of Child Welfare and Mothers’ Allowances, Nova 
Scotia Department of Welfare, Halifax, Nova Scotia. 


4.00 p.m.—Business Meeting, Medical Care Conference. 
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NEWS 


A NATIONAL CONFERENCE On heart disease 
was held in Ottawa on January 16 on the 
invitation of the Honourable Paul Martin 
and the Canadian Heart Association. There 
were lay and mental representatives of the 
Canadian Heart Association, the Canadian 
Medical Association, the College of General 
Practice of Canada, the Quebec Heart 
Society, the Ontario Heart Foundation, the 
British Columbia Heart Foundation, the 
National Research Council and the Canadian 
Life Insurance Officers’ Association. By un- 
animous vote it was decided to proceed with 
the establishment of a Canadian Heart 
Foundation and a Committee of eleven under 
the chairmanship of Dr. R. F. Farquharson 
was elected to proceed with the establish- 
ment, including a Federal charter. 

The Ottawa staff of the Food and Drug 
Directorate, Department of National Health 
and Welfare, now occupies a new building 
at Tunney’s Pasture, a former field beauti- 
fully located on the Ottawa River, now being 
used for permanent government buildings. 
The building cost $2,566,450 and is a brick 
structure which conforms in general design 
to other buildings in Tunney’s Park, in- 
cluding the Dominion Bureau of Statistics. 
The laboratory wing forms the largest part 
of the building, provides modern facilities 
for work in organic chemistry, food chem- 
istry, nutrition, biometrics, microbiology, 
biophysics and pharmaceutical chemistry. 
The laboratory contains specially designed 
rooms for working in low temperatures. The 
biological wing is attached, air conditioned 
throughout and will provide for the colony 
of white rats and mice, guinea pigs and other 
related services. 

The laboratory building was designed 
with a unit of 11 feet by 24 feet as the 
basic laboratory and plumbing and services 
are provided in the floor for such units. This 
provides laboratories that are 11, 22, 33 ft. 
wide as may be required. The partition walls 
between laboratories are easily removable 
and are formed of slabs of transite, mounted 
on steel frames bolted to floor and ceiling. 
The laboratory furniture and fittings are re- 
movable steel units. 

THE BUDGET OF THE CANADIAN CANCER 
Society totals $2,408,000. Of this amount 
$2,100,000 is to be raised in the annual 
campaign. The budget of the National 
Cancer Institute is $665,850 of which 
$449,350 will be received from the Cana- 


dian Cancer Society. The Institute’s grant 
for research will be distributed to 19 uni- 
versities and institutions throughout Canada. 

A DOoMINION-PROvVINCIAL Maternal and 
Child Health Conference was held in Ot- 
tawa Jan. 30-31 under the chairmanship of 
Dr. Jean F. Webb, chief of the child and 
maternal health division of the department 
of National Health and Welfare. The dele- 
gates who were welcomed by the Minister, 
the Honourable Paul Martin, represented 
five of the six provinces which now have 
divisions of maternal and child health under 
full time medical direction, and two 
other provinces. Those present were: Dr. 
Eldon L. Eagles, the director of maternal 
and child health, Nova Scotia. Miss Bernice 
Rowland, nursing consultant in maternal 
and child health, Prince Edward Island. 
Dr. J. R. Mayers, director of maternal and 
child health, New Brunswick. Dr. Marcéle 
Dorion. medical consultant in the division 
of nutrition and maternal and child hygiene, 
Quebec. Dr. W. G. Brown, Dr. V. I. Bin- 
nington and Miss K. Clark of the division 
of maternal and child health of Ontario. 
Dr. Stanley C. Best, director of child health, 
Saskatchewan. Dr. T. H. Patterson repre- 
senting British Columbia. Miss Esther 
Robertson, nursing consultant, child and 
maternal health division, Department of 
National Health and Welfare. 

The agenda included items on infant and 
child mortality, provincial programs and the 
program of the Department of National 
Health and Welfare, including the utiliza- 
tion of the child and maternal health and 
crippled children grants. Considerable inter- 
est was shown in the extension of maternal 
and child health programs beyond the well 
established programs for infant health super- 
vision and school health. Items which evoked 
particularly active discussion were the ex- 
tension of public health nursing services to 
prenatal patients including group teaching, 
and means of assistance to hospitals in the 


improvement of newborn and_ premature 
care. 


Alberta 


In ALBERTA a grant of $48,000 has been 
awarded to the Claresholm Chronic Hos- 
pital. Scheduled for completion in Novem- 
ber of this year, the new building project 
will provide accommodation for 32 chroni- 
cally ill patients. Related facilities will 
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include a solarium lounge area and therapy 
and treatment rooms. Costs of construction 
not covered by the federal and provincial 
grants are being met by the municipality of 
Willow Creek. 


Saskatchewan 


A SCHOOL FOR WATER AND SEWAGE PLANT 
operators was conducted by the Division 
of Sanitation in the Provincial Health Build- 
ing, Regina, February 29 to March 8. The 
course, offered free of charge to all water 
and sewage plant operators and to those 
municipal officials responsible for the opera- 
tion and maintenance of waterworks and 
sewerage systems, consists of a three day 
session each year for a period of three years. 

The first three days of the 1956 session 
were devoted to the beginners group, with 
instruction in such subjects as water and 
sewage bacteriology, mathematics, water and 
sewage chemistry and limnology. The re- 
mainder of the session was spent with the 
second year candidates whose curriculum 
included chlorine and chlorination equip- 
ment, water conditioning, water storage and 
demand, water and sewage measurement, 
pumps, primary sewage treatment and micro- 
biology. There were four visiting lecturers 
for the second year class in addition to 
staff members. There were twenty-one be- 
ginners and thirty candidates in the second 
year class. 

THE SASKATCHEWAN Drvision, Canadian 
Cancer Society has granted the University 
of Saskatchewan $250,000 for the erection 
of a medical research centre on the campus. 
Additional sums have been provided towards 
the equipping and furnishing of the centre 
and adequate facilities. When the building 
is finally completed, the Canadian Cancer 
Society will have contributed $395,000. The 
building will be erected opposite the uni- 
versity hospital and will be connected by a 
tunnel. 


Manitoba 


THE DEPARTMENT OF HEALTH AND PUBLIC 
WeLFareE and the Manitoba Dental Associ- 
ation are combining their efforts to promote 
the first children’s dental health week in 
the province. Dr. A. Schwartz, Director of 
Dental Services, reports he has received 
great encouragement from communities 
throughout the province. The value of arti- 
ficial fluoridation of communal water sup- 
plies will be stressed in the educational 
program. A fluoridation program has been 
in existence in the city of Brandon for 
some time but in Winipeg, despite approval 
by the city council, it has been held up 
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by one of the municipalities served by the 
same water supply. 

HEALTH GRANTS totalling $73,950 have 
been awarded to Manitboa for special pro- 
jects involving child and maternal health 
and medical rehabilitation. A child and 
maternal health grant of $63,205 will go 
towards the seietieinn of Manitoba’s allot- 
ment of poliomyelitis vaccine for this year’s 
immunization campaign. A medical rehabili- 
tation grant of $10,745 will be used to 
provide physiotherapy and _ occupational 
therapy equipment for the departments of 
physical medicine in the Winnipeg General 
Hospital, the St. Boniface Hospital and the 
Winnipeg municipal hospitals, Pr use in the 
province’s rehabilitation program. 

Tue Kinc Epwarp Hospirat, Winnipeg, 
received a health grant of $33,000 to help 
meet costs of altering a section of the 
hospital to provide accommodation and re- 
lated facilities for 22 more chronically ill 
patients. King Edward Hospital provides 
services for upwards of 400,000 people in 
the Winnipeg district and in rural areas of 
Manitoba. 


Ontario 

AIMED AT ENDING the possibility of water 
shortage in Southwestern Ontario and at 
solving the pollution problem in the pro- 
vince, a $2% billion water distribution and 
sewage disposal program, to be administered 
by a commission similar to Hydro has been 
announced. It will be one of the most 
important projects ever attempted in On- 
tario, dealing with a problem which is fun- 
damental to this province. The new com- 
mission will be called the Ontario Water 
Resources Commission. The establishment of 
this commission has resulted from the find- 
ings of the Water Resources Committee 
which was appointed last summer and 
headed by Mr. A. N. Snyder who is ex- 
pected to become chairman of the new com- 
mission. A breakdown of required expendi- 
tures for waterworks projects and sewage 
disposal plants over the next twenty years 
was established by the committee as 
$1,100,000,000 for water and $1,300,000,000 
for sewage. 


New Brunswick 


THE ANNUAL CONFERENCE of medical 
xX of New Brunswick’s tuber- 
culosis sanatoria was held in Saint John on 


March 5th. Dr. J. A. Melanson, Chief Medi- 
cal Officer was chairman. Attending were: 
Dr. R. J. Collins, Saint John Tuberculosis 
Hospital; Dr. P. M. Knox, Moncton Tuber- 
culosis Hospital, Moncton; Dr. G. E. Gaur- 
ren, St. Josephs Sanatorium, St Basile; Dr. 
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L. L. Frenette, Notre Dame de Lourdes 
Sanatorium, Bathurst; Dr. R. LeBlanc, Jor- 
dan Memorial Sanatorium, the Glades; Dr. 
G. E. Maddison, Director of Tuberculosis 
Control; Dr. E. Duguay, Regional Tubercu- 
losis Consultant, Bathurst; Dr. L. Mac- 
Pherson, Saint John Tuberculosis Hospital; 
Dr. C. W. Kelly, Director of Health Plan- 
ning Services for the New Brunswick De- 
partment of Health and Social Services. 

It was reported that the number of new 
cases of tuberculosis admitted for treatment 
showed a 23% increase and it was considered 
that this was largely due to increased case 
finding services—mass chest x-ray units and 
diagnostic clinics. The Department’s death 
rate in 1955 was approximately 8 per 
100,000, compared to 8.8 for the previous 
year. Dr. R. A. Mackeen, Director of Pro- 
vincial Laboratories, discussed laboratory 
procdures. 

THE ANNUAL INSTITUTE ON ACCUUNTING 
AND FINANCE sponsored by the Maritime 
Hospital Association, was held in Moncton, 
February 28—March 2. Mr. H. Warren, Hos- 
pital Services Division was a member of a 
panel which discussed the “Hospital Ad- 
mission Register”, presenting the Health De- 
partment’s needs and uses of the register. 
A candidate from each hospital in New 
Brunswick was invited to attend the Insti- 
tute under the sponsorship of the Depart- 
ment of Health and Social Services through 
the assistance of the National Health Grants. 


Association News 


Tue Executive of the Canadian Public 
Health Association (Alberta Division) met 
in Calgary on March 5, 1956. Plans are well 
under way for the convention of the Alberta 
Public Health Association to be held in the 
Palliser Hotel, Calgary, Alberta, on August 
30 and 31, 1956. 

THE ANNUAL MEETING of the Saskat- 
chewan Branch, Canadian Public Health 
Association was held in Regina on April 3 
and 4, 1956. The theme of the meeting this 
year was “Health Services for Tomorrow”. 
The program presented three symposia: The 
Future of Health Services in Canada; Impli- 
cations of the 1956 Federal proposals on 
Health Insurance, Preparing Health Workers 
for the Future and The Development of 
Preventive Services in Hospitals. A number 
of outstanding persons took part in the 
symposia. Included were Dean J. W. Mac- 
leod of the College of Medicine, Professor 
W. B. Baker of the Royal Commission on 
Agriculture, Dr. D. Rodger of Regina, Mr. 
G. W. Myers of the Saskatchewan Hospital 
Services Plan, Miss Louise Miner, Dr. M. I. 
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Roemer and Dean W. A. Riddell of Regina 
College. 

THE EXECUTIVE of the Atlantic Branch of 
the Canadian Public Health Association, 
held a further meeting to plan the program 
for the annual meeting which will take 
place in November. The emphasis will be 
on child and maternal health and Geriatrics 
and the function of the medical officer of 
health and the general practitioners in public 
health work. There will be special interest 
group meetings on mental health, sanitation, 
nutrition, rehabilitation and diseases of the 
chest. Special speakers will also address the 
meeting on heart disease, the role of volun- 
tary groups in public health in disaster 
control. 

Dr. A. C. Gouturo, Bras D'Or has re- 
signed as lst Vice-President of the Atlantic 
Branch. Dr. C. E. A. deWitt of Wolfville 
was appointed Ist Vice-President; Dr. S. 
Marcus of Bridgewater as 2nd Vice-Presi- 
dent and Dr. H. D. Lavers of Truro was 
appointed to the executive. 

THE ANNUAL MEETING of the British Co- 
lumbia Branch of the Canadian Public 
Health Association was held on April 3 in 
conjunction with the annual Public Health 
Institute, Department of Health. It was 
officially opened by the Honourable Eric 
Martin, Minister of Health and Welfare. 
Public Health staff from the entire province 
attended. Guest speaker was Dr. Charles 
Smith, Dean of the School of Public Health, 
University of California, Berkeley, who pro- 
vided a series of three lectures. 

Other features included an outline of 
the cancer program in British Columbia, a 
panel on program evaluation; air pollution, 
rehabilitation of the T.B. patient, milk sani- 
tation, accidents in British Columbia, neo- 
natal research at the Health Centre for 
children, Vancouver; public health law; 
medical aspects of a rehabilitation program 
in British Columbia; a school inspector's 
viewpoint of the school health program; field 
reports on rodent control and rabies control; 
and a discussion of preschool child develop- 
ment film forums as an extension of child 
health conferences. Also included was a 
lecture on the public health aspects of the 
mentally retarded child, prepaid medical 
care plans in British Columbia, programs 
and problems in civil defence, the problem 
of staphylococcal infections and the prob- 
lem of stress in modern society. 


Personals 

Members of the Association will learn 
with deep regret of the death of Dr. A. J. 
Cipriani, Atomic Energy of Canada Limited, 
Chalk River, whose contributions to medical 
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know!edge of atomic radiation were of world 
interest. 

Dr. E. A. Watkinson of the Department 
of National Health and Welfare, Section of 
Environmental Health, will represent Cana- 
da on the United Nations’ Scientific Com- 
mittee on Atomic Radiation. 

Dr. M. P. G. Rawlinson, formerly of the 
staff of the Department of National Health 
and Welfare, Ottawa, is now with the 
Overseas Immigration Medical Service of 
the Department at 61 Green Street, May- 
fair, London, W.1, England. 

Dr. Ernest John Bowmer has been ap- 
pointed physician specialist with the Di- 
vision of Laboratories, Health Branch, Van- 
couver. Dr. Bowmer has had_ extensive 
experience during fifteen years of service 
with the Royal Army Medical Corps. 

Miss Alice Beattie, R.N., B.Sc., has been 
appointed consultant in Public Health Nurs- 
ing, Health Branch, Victoria. Miss Beattie 
was formerly the nursing supervisor of the 
Boundary Health Unit, Cloverdale, British 
Columbia. 

Dr. M. I. Roemer, Director of the Medi- 
cal and Hospital Services Branch of the 
Saskatchewan Department of Public Health, 
delivered a paper entitled “The Saskatche- 
wan Air Ambulance Service: Medical and 
Public Health Aspects” at the sixth course 


Books and Reports Received 


A Chronicle of the Development of Public 
Health in the United States 1607-1914. 


By Wilson G. Smillie, A.B., M.D., 
D.P.H., §.C.D.(Hon.): Macmillan Com- 
pany, New York, 1955. 499 pages. 
$7.00 Canada. 


Etiology of Chronic Alcoholism. 


Edited by Oskar Diethelm, M.D.., 
Charles C. Thomas, Springfield, Ili- 
nois: Ryerson Press, Toronto. 227 
pages. $7.50. 
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for Department of Transport Approved Civil 
Aviation Medical Examiners, R.C.A.F. Insti- 
tute of Aviation Medicine, Toronto, on 
March 9. 

Dr. R. E. Kathleen Russell, an outstand- 
ing nursing educator and formerly director 
of the School of Nursing, University of 
Toronto, is conducting a study of future 
nursing in New Brunswick, sponsored by 
the University of New Brunswick and as- 
sisted by a financial grant from the Depart- 
ment of National Health and Welfare. Two 
of the major problems to be studied are 
ways of improving the quality of service 
through the development of a highly skilled 
professional nurse and ways of offering a 
form of nursing education more likely to 
compete favourably with other types of 
professional education for young women. 

Brigadier K. A. Hunter, Director General 
of Medical Services (Army); Colonel C. G. 
Wood, Command Medical Officer, Prairie 
Command; and Colonel J. S. McCainel, 
Command Medical Officer, Western Com- 
mand, attended a Civil Defence Health 
Services Conference at the Canadian Civil 
Defence College, Arnprior, Ontario, on 
January 23-25, 1956. Brigadier Hunter pre- 
sented a paper on the Role of the Medica 
Services of the Armed Forces in Civil De- 
fence. 


Principles of Public Health Administration. 
By John J. Hanlin, M.S., M.D., 
M.P.H.: C. V. Mosby Company, St. 
Louis, 1955. McAinsh & Company, 
Toronto: second edition. 693 pages. 


The History of the W. K. Kellogg Founda- 
tion. 


Biography by W. K. Kellogg, 358 
pages. The First Twenty Five Years 
(two volumes). 256 pages. Prentice- 
Hall Inc., Englewood Cliffs, New 
Jersey, 1956. 









Books and Reports Reviewed 


The Health of the Community (a textbook 
for practitioners—students). 


By C. Fraser Brockington, M.A., M.D.., 
D.P.H.: J] & A Churchill Limited, 
London. 415 pages. $5.50. 


READERS OF THE JOURNAL are well 
acquainted with Professor Brockington 
through the series of informative articles 
which he has contributed quarterly under 
the title “Letter from Great Britain”. Dr. 
Brockington is Professor of Social and 
Preventive Medicine at the University 
of Manchester and served for many years 
as Medical Officer of Health in the West 
Riding County Health Department, York- 
shire. “The Health of the Community” 
is a textbook for physicians, medical 
officers of health and medical students. 
As an introduction, Dr. Brockington out- 
lines the history of public health in 
Britain and follows this by describing 
epidemiology in practice. Every student 
will appreciate this interesting approach 
to the subject. The sections of child, 
maternal and school health and problems 
of the handicapped are particularly help- 
ful being based on his wide experience 
as a medical officer of health. The social 
aspects of venereal disease, tuberculosis, 
old age, nutrition and mental ill health 
are also well presented. The closing sec- 
tion deals with general considerations of 
public health in its relation to the com- 
munity. The book makes available to 
medical officers of health in Canada an 
outline of the functioning of public 
health in Britain interpreted by an out- 
standing health officer and teacher. 


Community Programs for Mental Health. 


Editors. Ruth Kotinsky and Helen L. 
Witmer: Harvard University Press, 
Cambridge, Mass.. 1955. 362 pages. 
$5.50. 

For PRACTICALLY a quarter of a cen- 
tury the Commonwealth Fund has spon- 
sored books and pamphlets of great 
interest to public health personnel. Since 
1951 Harvard University Press has un- 
dertaken publication for the Common- 
wealth Fund. A series of papers are 
presented in this field depicting the state 
of mental health promotion work in the 








United States with some suggestions for 
directions to be taken if the aim of the 
work is to be clarified and fulfilled. 


Hospitals in Canada. 


General Series Memorandum No. 10, 
Research Division, Department of Na- 
tional Health & Welfare, Ottawa. 
September 1955. 

CaNADA HAD 1,285 hospitals and 
169,922 hospital beds at the end of the 
year 1953. Beds set up included 92,120 
in general and allied special hospitals, 
60,565 in mental institutions and 17,237 
in tuberculosis sanatoria. Voluntary non- 
profit corporations, lay and religious, con- 
trolled 50 percent of all beds, govern- 
ment agencies operated 48 percent, and 
private or proprietary hospitals accounted 
for 2 percent. 

Hospital personnel numbered 128,485 
in 1953 representing about 2.5 percent 
of the total Canadian labour force. In 
the year 1953, about 1.5 persons were 
required each day for every patient in 
general and allied special hospitals. 

The total volume of hospital care of 
all kinds reached about 56 million days 
in 1953, half of which were supplied by 
general and allied special hospitals. More 
than 83 percent of all births occurred in 
hospital and 51.5 percent of all deaths 
took place in hospital. 

Since 1948, overcrowding has been re- 
duced, and more than 30,000 active 
treatment beds have been approved for 
construction under the Hospital Construc- 
tion Grant. By the end of 1954, estimated 
acute rated bed capacity in the ten 
provinces, excluding federal hospitals, 
was 71,660 beds or 4.7 beds per thousand 
population. Calculations based mainly on 
the findings of provincial health survey 
reports suggest an overall requirement of 
83,221 beds or 5.5 beds per thousand 
population leaving a shortage of 11,561 
beds at the end of 1954. This will be 
reduced considerably when a further 
7,843 beds, under construction early in 
1955, have been completed. 

When beds under construction at the 
end of 1954 have been completed, 
chronic beds will number 11,764 which 
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represents less than 50 percent of an 
estimated total requirement of 24,195 
beds. 

Mental hospital accommodation is also 
in short supply. If a conservative ratio 
of 5 beds per thousand population is ap- 
plied, the estimated total requirement in 
1954 would have been 75,840 beds. On 
this basis, the overall shortage totalled 
almost 27,000 beds, while additional 
beds approved for construction numbered 
only 7,018. 

Beds set up in tuberculosis sanatoria 
and tuberculosis units of general hos- 
pitals totalled 18,977 in 1953, and by 
the following year the discharge rate 
was sufficient to enable most provinces 
to accommodate all new cases. 

Federal hospitals provide services to 
the Armed Forces, war veterans, Indians, 
Eskimos, immigrants and sick mariners. 

An important recent development is 
the formation of the Canadian Commis- 
sion on Hospital Accreditation, a volun- 
tary organization whose objective is to 
stimulate hospitals to improve patient 
care. 

Annual capital expenditures have risen 
from $22.3 million in 1945 to $117 mil- 
lion in 1954. Capital funds deriving 
largely from philanthropic and municipal 
sources in earlier years, are today sup- 
plemented by substantial provincial and 
federal grants. 


38th Annual Report of the Chief Medical 
Officer to the Minister of Health and Social 
Services. 


New Brunswick 1955. 259 pages. 


Tue Munister of Health and Social 
Services is the Honourable J. F. Mc- 
Inerney, M.D., C.M., and the Chief 
Medical Officer and Registrar General of 
Vital Statistics is J. A. Melanson, M.D., 
D.P.H. In addition to the report of the 
directors of the various divisions, reports 
are presented by the six district medical 
health officers. There are no local medi- 
cal officers of health in New Brunswick. 
The tuberculosis death rate has been 
reduced to 8.8 per 100,000 and there 
were 374 newly diagnosed cases of 
tuberculosis, a drop of 10% over the 
previous year. The mortality rate has 
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been reduced to 40.4. Concluding this 
report Dr. Melanson states “No one ac- 
tivity or development can be thought of 
as superior to the rest, for the stren 
and vitality of the department as a whole 
depends on the proper functioning of all 
its branches. It is likewise true that the 
Health Department could not approxi- 
mate its present degree of success with- 
out the cooperation and assistance it 
received from other Government depart- 
ments, professional groups, organizations, 
and other interested bodies and _ indi- 
viduals”. 


Annual Report of the Saskatchewan Hospital 
Services Plan 1955. 


Department of Public Health, Province 
of Saskatchewan. 68 pages. 


THE PLAN has completed nine years of 
operation, and has been financed partly 
from the proceeds of a personal tax 
known as the Hospitalization Tax which 
is levied annually on a family basis, and 
the balance is paid from the province's 
general fund. Since 1950 one-third of 
the proceeds from the sales tax in the 
province has been included in the general 
fund of the plan. The plan is administered 
as a division of the Department of Public 
Health. Participation in the plan is re- 
quired and covers more than 92% of the 
provincial population. Excluded are resi- 
dents in the far northern portion of the 
province, Indians and persons assured of 
free hospital care under other health 
programs of the province or of the Gov- 
ernment of Canada. The average covered 
population in 1955 was 822,956. Com- 
mencing in 1951 the plan paid hospitals 
fixed sums on a_semi-monthly basis 
which were estimated at slightly more 
than fixed expenses as basic, staff, fuel 
and depreciation. Further payments are 
also made for accounts submitted at a 
per diem rate. The dual system of pay- 
ments retains the principle of remuner- 
ating hospitals in accordance with the 
requirements of efficient operation. The 
report supplies detailed information sup- 
plemented by many graphs, charts and 
maps. In the appendix financial state- 
ments are presented. 








